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In, a Hospital i in year 33 

/ cases with associated lesions of the skin and kerato-conjunctivitis 

were seen: “So far as we can discover this concurrence. has hot 
been emphasised in either the ophthalmic or dermatologic litera- 
‘ture. Apart from the close association with lesions of the skin 
the kerato-conjunetivitis in these cases was clinically indistinguish- 
able from, epidemic virus kerato-conjunctivitis. Indeed it appeared 
to us only late in the series that the close association of lesions of 
the skin with some of the cases of kerato-conjunctivitis possibly 
signified that. these, cases. might. be ofa nature different from 
epidemic virus kerato-conjunctivitis. It appears worthwhile to 
describe thesé cases and to determine if possible their relationship . 
to. epidemic kerato-conjunctivitis. The appearance the 
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same twelve-month period of an exactly similar number of cases 
of typical epidemic kerato-conjunctivitis supplied material for 
-comparison, In ‘noné of these. latter /casés was a lesion of the 
skin présent. These will be referred to as the ‘‘ control group.” 

The 66 cases constituted 1:1 per cent. of all cases and 19 per 
. cent. of all cases with conjunctivitis seen in one year in the eye 
out-patient department of the General Hospital. The remaining 
81 per cent. of cases with conjunctivitis,showed no exceptional 
incidence of lesions of the skin. Ten of the cases were referred 
from the skin department of the hospital. 


Skin lesions in 66 cases with kerato-conjunctivitis 

- Number of cases with no affection of the skin (‘* control 
Number of cases with affection of the skin... Hin 


Detail of lesions in 33 cases with affection of the skin 


Seborrhoeic dermatitis ...  ... 18 cases 
Severe acne = 
Severe acne and impetigo... 
Chronic blepharitis of the squamous type = 
Impetigo of the face 


Recurrent styes. ...... 
‘* Dermatitis septic.” of the ear lobe... = 
Generalised arsenical dermatitis 


The majority of the cases were of the schesrnes. ae, In all cases the face 
or head was affected. In a few there was also an affection of the skin of the 
a or limb, The following cases typify those with associated lesions of the 
Case 42: illustrated in Fig. 1 belongs to the ‘seborrhoeic dermatitis group. He 
is an officer. who stated that 3} years before he had been treated in a General 
Hospital for impetigo of the face and scalp. Fifteen days before the onset of 
kerato-conjunctivitis in the right eye the scalp became covered with scabs which 
spread to the right brow, right upper-lid, and right side of the forehead. . After 
_ the eye condition had. developed. the. skin appearances were. as follows :—scaling 
‘and scabbing of the right parietal region; erythema and scanty papulation of 
tight forehead; redness and scabbing of right eyebrow region; erythema and 
fine scaling of right upper lid and outer canthus, papular rash of right cheek 
and side of neck and very mild folliculitis of the left cheek, The right eyelid 
showed ptosis and the right pre-auricular gland was tender: but not palpable. 
There was a watery discharge from the eye and the conjunctiva showed a red 
The appearance of the cornea on the 6th day is illustrated in Fig. 2, Super- 
‘ficial’ flecks of opacity covered the central area. ‘They were best. seen by 
indirect’ light on slit-lamp. examination. More’ peripherally ‘there were larger 
dots several of which stained with fluorescein. On the llth day he suffered 
very severe pain in the eye.. The eye was more injected and Descemet’s membrane 
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EPIDEMIC ASSOCIATED 


weed umeroun flde (ace Fig. 3) There’ was: a Very) 


ated 

ofthe eye which on the llth ud fallen to, was 6/6 om the dy 

that the skin and eye conditions varied pari passu. rit 1 
Fig... 5 illustrates’ the appearance ofthe, cornea; of case thie 172 day. 


4 

Wnstrabing the left cornea of Case 42 om the 22nd day. There are 
several peripheral dots of opacity, one of which stains with fluorescein. 
The neighbouring epithelium is hazy. 


to the onset of the kerato-conjunctivitis of the left eye a small septic spot appeared 
on the chin. , It lasted for a few.days. Eleven days after the onset of the eye 
condition an ‘erythema and mild red papular rash appeared on the left cheek. 
A little later a much milder papular rash appeared on the right cheek. This 
condition of the skin was not due to atropine, which continued to be used. 
The cornea showed several large dots, and a large area covered with pinpoint-like 
opacities clustered ‘and coalesced in grumous fashion. There was tenderness of 
the left pre-auricular, gland and marked drooping of the left upper lid. The 
Figs. "6 and 7 ilustrate Corneal appearance of cise 66. 
Unfortunately, the former does not include the scalp, which became affected 
with a moist attack of seborrhoea 17 days before the eye condition developed. 
The upper lid drooped. The pre-auricular gland was not enlarged or tender, 
not did: it subsequently alter. From’ the: beginning the cornéa showed" peripheral 
‘dots and epithelial changes. On the 15th day fine*keratic’ precipitates ‘and faint 
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aqueous flare appeared.’ On the: day ithe ‘eye more red anid very 
painful. »'The:cornea was extremely hazy and showed many ‘folds of Descemet’s 
‘memibrané: ‘The: illustration was: made'on’that day: “The figure shows that two 
or three of peripheral dots had become: vascularised, which was unusual in 
‘these \cases.: Some atropine’ irritation developed, but on ‘the’ 81st day the eye 
‘was completely healed,. The ‘skin condition, although’ improvéd was, however, 
still and: the: was: repatriated to United Kingdom becatise of 
its chronicity. 

» Fig. 8 illustrates the: appearance: of the cornea ot ithe: left: eye of case 25 on 
the 70th: day... ‘The condition; which began’ when the patient was: in Liverpool, 
had already been present for 40 days when first seen in the M.E. The patient 
stated that small eruptions appeared on his face about the same time as the 
‘left eye became painful and red,...He“had~never previously had any skin or eye 
trouble. When seen here there was a generaliséd..seborrhoea and folliculitis of 
the face and neck and vestibular rhinitis on the left. side. The left cornea in 
the lower segment showed peripheral scars of healed dots of keratitis. Several 
‘of them had coalesced. The most striking feature of the cornea, however, was 
that almost its entire surface was covered with fine staining, pin-points. About 
the same time the right eye became painful and showed similar’ but fewer staining 
pin-points. Ptosis was present and the pre-auricular gland was palpable but not 
tender, By the 70th day the staining. points had become much fewer, as shown — 
in the illustration. It is interestirig to note. that the final area to be affected 
was that within the sweep of a trichiatic lash, which occasioned \the patient no 
discomfort. In this case there was again a definite relationship between ° 
varying severities of the skin and eye lesions. 

Fig. 9 shows the appearance of case 40. The skin condition of the lid and 
its margin developed for the first time ten days prior to the onset of, eye symptoms. 
There was i marked thickening and drooping of the eyelid with’ seborrhoeic 
dermatitis of the neighbouring SS was peipable. 


Illustrating the right cornea of Case 40.00 1th day. The darker 
dots. are fluorescein staining. id 
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Illustrating Case 42, Erythema and papulation of right forehead ; redness 
and scabbing of right eyebrow region ; erythema and fine scaling of right 
upper lid and outer canthus ; papular rash of right cheek. Note the ptosis. 


5. 
E2Gt 2: Illustrating the left cornea of Case 35 on 
ts 
Illustrating the right cornea of Case 42 on the 17th day. Several large corneal do 
and ‘a large area covered with pin-point 


the 6th day. Superficial flecks of opacity ; BS 
best seen by indirect light and larger dots, like opacities. The latter are not well 
several of which are stained with fluorescein. seen in the figure. 
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3. 
Illustrating the right cornea of Case 42 on the 11th day Numerous 


folds in Descemet s membrane and generalised epithelial haze and 
bedewing. 


FIG. 6. 


Illustrating Case 66. Note the typical ptosis. The aflected scaip is 
not included, unfortunately. . 
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Illustrating the right cornea of Case 66, on the 57th day. Note the 
marked haziness of the cornea and the numerous folds of Descemet'’s 


membrane. 
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Illustrating the left cornea of Case 25 on the 70th day. Note the 
peripheral scar below in which the coalition of large dots can be 
recognised. Originally covering almost the entire cornea, the staining 
points are fewer, but still well seen. The remaining ones are within 
the sweep of a trichiatic lash. : 
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Illustrating Case 40. Ptosis with seborrhoeic dermatitis of the neigh- 
bouring skin. 
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There v was a profuse watery discharge from. the. eye. On the ilth day of the 
eye condition the cornea showed numerous staining and non-staining ‘dots as 
recorded in Fig: 10. On the 26th day ‘the eye and ‘skin conditions ‘were healed 
and all treatment was stopped, Some thickening andi drooping of the: lid. were, 
however, still present when: the patient was examined 14 days..after. discharge... 

The following is an analysis of the space and the time relation: 
ship between the skin and ocular lesions in the 18 ‘cases with 
seborrhoeic dermatitis which are taken as an 
sample of all the cases with skin lesions, 

Relationship between the eye first affected hed the distribu- 
tion of the skin lesion im 18 cases of. seborrhoeic dermatitis =rIn.. 
13.cases where the skin. lesion. was. jnitially unilateral me ipso~ 
lateral eyes were affected. 

In the other 5 cases the was not to: one. 
side of the face ‘or head at the’time of the onset of the eye 
condition. 

_ In some: cases; involvement: of. the second eye was preceded 

Py, spread of the skin lesion to that side. 

‘Time relationship between the onset of the skin lesion'and the 
onset of' eye condition in 18 cases of seborrhoeic dermatitis. —In 
11 cases the skin lesion preceded the eye condition by an’ average 
of 10 days, the longest interval being 17 and the shortest 4. days. 

‘In 5 cases the skin and eye conditions occurred coincidentally. 
In one. case the skin lesion-occurred on the day FOOT nS the 
onset of the eye condition. 

One case (No. 35) must be termed doubtful as although the 
patient gave a history of a chin sore two weeks before the onset 
of the eye symptoms he states it lasted only 3 days. As already 
noted a rash appeared on the face left side 11, days, after the eye 
had become inflamed. It is possible that the original chin con- 
dition had not completely healed when he first‘came under obser-. 
vation for his éye condition because he was pk ‘then seen by 
the dermatologist. 

It should be noted regarding the 6 disks in which the skin, 

lesion didnot appear. to. precede-the.eye condition that-in-all-of- 
them reliance had necessarily to be. placed on the patient’s state- 
ment, and that in at least 5 of these cases a small symptomless 
skin lesion may well have preceded the eye symptoms by a short 
interval of time. In many cases a’ deterioration of the skin lesion 
was’ associated with ‘a similar change in ‘the ocular one, From 

a consideration of these’ facts there appears little doubt that ‘the 
lesions of the skin and the kerato-conjunctivitis’ are closely asso- 
ciated and that they probably form integral parts of one condition. 
The’ problem that postulates’ itself is’ whether the kerato-con- 
junctivitis in these skin cases is identical with epidemic virus 
kerato-conjunctivitis or whether it is a different kind of kerato- 
conjunctivitis due to a paneer cause. In the absencé of animal 
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and’ tissue’ culture’ experiments it’ is’ “proposed” to’ investigate 
the problem by a close clinical.comparison of the group ofthe 
18. cases. ‘showing: seborrhoeic ‘dermatitis ‘with the group of 33 
cases which'were completely freé of any skin’ or lid margin’ Tesion 

(1): Seasonal: incidence (Fig, ny monthly 
incidence of the 33 cases lesion * control cases 
Graph shoring the 8 pidence 
}kerato-conjunctivitis in cases with a 
without affection of the ski } 


Cases with Seborrhbeic Dermatitis 


Cases without skin| affection 


Fig, 11. 
and the. 48 cases seborrhoeic ‘dermatitis. In each instance 
the condition was definitely more prevalent, in winter. time, in 
Egypt,the rainy season. It should. be, noted that seborrhoea is 
more prevalent in winter. 

(2), Bilateral cases,—In the cases. both eyes were 
involved in 10, i.¢.,,30, per cent. of cases, while, among. the 18 
cases with seborrhoeic dermatitis both, eyes were involved in 11 
cases or 61;per-cent, of cases. The ayerage interval. between the 
onset, in each eye was 10 days in all groups. __. ates 
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Keraro- CONJUNCTIVITIS ASSOCIATED. 
Control. cases’’ ida days 90. days 
18 Cases with seborrhoeic 
dermatitis, |... 46 days) “16 days. days 
(4) -Ptosis.—This was inall cases except’ one ‘of both 
groups. As Viswalingam has’ pointed out, the drooping of the 
lid. is present most markedly in the outer 2/8rds of the lid which 
has the: heavy: thickened appearance seenwith a stye or a wasp 
_ sting. The whole thickness of the outer part of the lid appears 
oedematous’ in some cases as if’ there was ‘a tarsitis*as well as 
subcutaneous, oedema. ‘Indeed cases 60° 62: 
chalazion: in:that part of the lid:! 
Pre-auricular glands.—In most cases the was palpable 


 Toillustrate Case 63. With the appearance of a large fresh corneal dot, 
‘on the 27th day the preauricular gland became much more tender. 
There was nochange in the which had white: 
since the 13th day... 
and. not in: 10 cent. it. was teniter: but 
not palpable. These changes: occurred as early as the first day. 
In many cases the enlargement was shotty but more commonly 
it was diffuse. \ Variation in tenderness was frequently found to 
be: parallel: with variations in. the’ corneal condition. Case 68 
showed this in avery marked manner. The conjunctiva became 
white on the 18th day but the gland remained tender. On the 27th 
day the tenderness became much more marked coincidentally with 
the appearance of a large fresh corneal dot, as indicated in Fig. 12. 
Yet: there was.no change in the colourless conjunctiva that day 
except for a mild localised injection’ close to the fresh corneal, 
lesion. only one case were the cervical glands involved.: 
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Among the 33 ‘‘ control cases ’’ the glandular involvement’ ‘was 
present in 80 per cent. of the cases. 

Among the 18 cases with seborrhoeic dermatitis it was present 
in 94 per cent. of the cases. 

(6). Conjunctiva.—In most’ cases of both groups ‘the con- 
junctiva showed the red glistening. cellophane-like surface'seen in 
cases, of epidemic kerato-conjunctivitis together with a ‘watery dis- 
charge: ‘In'a few cases, particularly of ‘the group with seborr- 
hoeic dermatitis the discharge tended to be 
3 cases. showed any papillary hypertrophy... 

Corneal lesions.—These were present: in: all:cases of both 
groups.. ‘As in most of the described epidemics these were very pro- 
tean. In all cases there were diffuse epithelial changes such as 
hazing, bedewing, unevenness or fine grey dusting. Often patchy 
in distribution these epithelial-changes' tended to encircle within 
‘the periphery of the cornea and were nearly always present in the 
epithelium around the more obvious lesions: Indéed..they may 
‘be taken as an indication of the activity or otherwise of thie. latter. 
Thesé showed most frequently as ill-defined flecks, best, or in 
some instances only, seen by indirect illumination; as pinpoint- 
like staining opacities which’ occasionally coalesced, to give\a 
grumose appearance; as well-defined dots of which\only a few 
stained with fluorescein or as fine staining non-branching striations 

4 as Sanyal has described. o frequently do’ the corneal 
changes requiré slit-lamp detection \it is recommended to stain 
with, fluorescein and to examine with ‘the slit-lamp as many cases 

of conjunctivitis as possible and certainly, all cases showing droop- 
ing of the-lid.or adenopathy. In this Connection~it_is well to 
remember that"thé normal cornea may occasiofially “show one or 
two fine staining points which may even be arranged linear fashion 
and do not wash away with irrigation. If. fluorescein is again 
instilled a few hours later, however, these staining points do 
not reappear.» Tests were carried out’ on» 100 consecutive out- 
patients attending for visual defects and having no symptoms 
referable to the cornea or conjunctiva. « Of these cases 15 showed 
the temporary fine ‘pointed staining.» -There: was no relationship 
betweeen their length of stay in the Middle’ East:and the incidence 
of these stains... This was further shown by the test being repeated 
with 36: repatriated allied: P.O.W.s within a week of their return 


to the: Middle East from Germany. Five of pea cases showed. 


two.or three fine temporary staining points. 

The larger corneal lesions tended. to be peripheral: but the faint 
flecks ‘and: points were usually central, in:any one case, however, 
the corneal lesions in. their: distribution as: well, asin their type 
were very frequently mixed: 

The following: table indicates the frequency of, the different 
. corneal appearance among va cases. 
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EpIpeMIc ASSOCIATED | 
_ lesions. control cases , dermatitis, 
Corneal flecks or ‘dots: 
‘in’. 27 cases (81 per cent, 13, cases. (78 per Gent. ) 
points in , cases (33 | per, cent.) 8 cases, (44 per 
Superficial striae. 34 (12, ‘per, ent) case 
Staining with fluores- 
Centrally 
in cases (42: ‘per rent) cases (50 per cent.) 
Peripherally placed - ! 
lesions in... eas 26 cases 5 (78 per cent. ) “136 cases (78 per eae 


There is thus no substantial ie sence between the corneal 
appearance in each: group with the’ possible exception’ perhaps: of 
superficial striation: The small ‘number of such ‘cases; 
makes this obsérvation of 'no significance, | 

'(8) Deep corneal or uveal involvement.—This was indicated in 
7 cases by folds’ in‘ Descemet’s membrane, by very fine kerati¢-pre- 
by’ cells: in aqueous or iby ; fine “aqueous 

re. 

38 cases: akin involvement 
control cases?) cases: (6 per cent.) 


18 ‘cases with | Seborrhoeic 4 cases per cent.) 


Two of the cases: with, seborrhoeic; dermatitis had. folds., of 
Descemet’ s membrane (see, Figs,.3 and 7). It would. thus appear 
that cases of kerato-conjunctivitis with skin affection have a aes 
tendency for the lesion to deeply,. 


(9), Corneal, sensation; —This was. tested in ‘only 13 cases. It 
appeared to be diminished in two. or three of the cases. This 
small_number was not confined to any group... 

-(10)..Conjunctival smear and. culture Because these, had, in 


reported and personal, (Feigenbaum, Michaelson and Kornbluth) 


experiences of, epidemic kerato-conjunctivitis, been nearly always 
negative, routine tests, were not done until late in the series... Six 
of the seborrhoeic dermatitis group examined by smear and, culture 
showed haemolytic staphylococcus aureus..,,Of six.cases without 
any skin lesion that were examined, four were negative while one 
showed non-haemolytic streptococcus and one haemolytic staphy- 
lococcus aureus. Although the, number is, unfortunately small it 
would, appear that the staphylococcus aureus is more.prevalent 
in the conjunctival. exudate of cases of kerato-conjunctivitis asso- 
ciated with skin lesions than in those. not so associated. Indeed 
beonuse of the near skin condition. that is perhaps: to. be expected, 
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The use of penicillin drops (250 units per c.c. every 2 hours for 
2 or 8 days) was tried in six cases all of whom showed haemolytic 
staphylococcus. aureus. In three of them there were definite 
lessenings of the patient’s discomfort and the amount of discharge 

_ from the conjunctiva. It could not be establishéd’ in any case 
that the progress of the corneal lesion was affected. 

(11) -Non-recurrence.—Although the period of ohstreatiod: in 
many cases is short there has been no recurrence in any of the cases 
of both groups. Not one of the cases, including all ‘of those 
with skin lesions gave an ocular history in any es —. 


Discussion 


the. changes in, the. entire group. with skin 
-were similar to those described above,in the 18., cases with 
seborrhoeic dermatitis it may be said that the clinical ophthalmic 
appearances of the cases with associated lesions of the skin 
suggested very strongly that they were examples of epidemic 
virus kerato-conjunctivitis.._ However, there must be significance 
in the fact that lesions of the neighbouring skin anticipated or 
occurred coincidentally with the ocular lesions. 

It would appear. that lesions of the face and scalp especially 
those of a seborrhoeic nature may be conducive in some patients 
in some way to the development of a kerato-conjunctivitis identical 

- with the .virus kerato-conjunctivitis occurring in epidemic form, 
the growing literature on which has recently been fully sum- 
marised by Rados. The kerato-conjunctivitis: in patients with 
lesions of the skin is, however, rather more intense as indicated by 
the greater number with bilateral involvement, adenopathy, and 
deep corneal spread as well as the slightly longer duration. The 
certain identity of the kerato-conjunctivitis of these skin cases 
with epidemic virus kerato-conjunctivitis would require the proof 
which animal and tissue culture experiments could demonstrate. 

It is possible that the virus ‘of epidemic kerato-conjunctivitis 
can possess dermotropic qualities as do the viruses ' ‘of’ herpes 
simplex and ‘herpes zoster. ‘In this case the Jesions of the skin 
described in the above cases may be considered to be analogous 
to: those found in the skin of from herpes 
simplex and herpes zoster. 

|The presence of haemolytic in the 
of several of our cases with skin lesions probably represents an 
infection super-added, ‘the organism here ‘having’ a secondary 
réle similar ‘to that which it plays in the seborrhoeic infection. It 
is ‘significant that the use of penicillin in several of our cases did 
not appear to have any influence on the corneal lesion although 
it diminished the muco-purulent' if as well as 
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the discomfort of} the. patient. ‘The function of penicillin therapy 
in these cases would appear to be comparable to its action in the 
mixed, infection complicating that virus ‘of. ‘cons 
junctive and cornea—trachoma. 


‘Summary 
‘(Q) “Thirty-three out of 66 cases of kerato-conjunctivitis s seen 
in one year in the ¢ye department of a general hospital in ‘the 
Middle East had a concurrent affection of the skin. _ bind 
(2) Eighteen of the 33 cases had a seborrhoeic dermatitis. 


(3) In all cases with skin involvement the scalp or face was 
affected. 

There: was a airang ‘the skin eye lesions 
to be ipsolateral,._ 

(6) In the majority of the cases the onset of the skin lesion 
preceded that of the ocular one by a definite but short interval 
of time. The evidence in all the others was hearsay obtained 
from the patient which consisted of the statement that they ‘‘ began 
_at the same time.’ 

3) Detailed consideration of han. clinical phenomena was made 
in, and a comparison established between, the 33 cases of epidemic 
virus .kerato-conjunctivitis without skin lesion and the 18 cases 
with seborrhoeic dermatitis which were- taken as an aay 
investigated sample. of all the cases with skin lesions: 

(7). This comparison suggests that the kerato-conjunctivitis in 
the cases with skin lesions was clinically puncte TREE from 
wirus kerato-conjunctivitis. 

(8) The presence of haemolytic staphylococcus ‘aureus © in 
several cases probably represented’a mixed infection. 

(9) An analogy has been suggested between the skin lesions 
present in some cases of epidemic kerato-conjunctivitis and those — 
present in two other virus infections of the conjunctiva and cornea, 


"Lesions of the skin of the face or scalp eifiectttig je of a 
seborrhoeic nature arte associated in some patients with ‘kerato- 
conjunctivitis which, on clinical grounds, appears identical with 
that described as ‘epidemic virus kerato-conjunctivitis. The pos- 
sible analogous nature of the skin lesions _in herpes simplex, 
herpes zoster and certain cases of epidemic kerato-conjunctivitis 
has been suggested though. DY: no. means proved. 
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THE USE OF CRYSTALLINE PENICILLIN IN | 
CORNEAL AND INTRA-OCULAR INFECTION* 
FRANK JULER and G. JoHNsON 

ST. MARY’S HOSPITAL, LONDON,, ea acti 
IN a recent review of the literature concerning the use of penicillin 
in ophthalmology, Rycroft (1945) makes’ no mention of the direct 
application of the undissolved salt ‘to the surface of the’ eyeball. 
Sorsby (1945) in a similar review does just mention the method, ir 
referring to a paper by Juler and Young (1945) on infective corneal 
ulcer, but ina recent annotation in the Brit. Med. Jl. (1946) entitled 
** Penicillin in no. is made of this 
‘cedure. 

From practical clinical experience ‘we feel that this snethiott is 
worth emphasis, .as affording the maximum concentration of the 
- drug in relation to the infection itself... 

The method was suggested to one of 1 us (F. A, J .) by Professor 
Ida Mann (personal communication, February, 1944) who wrote as 
follows:—‘‘ In a small child with a large corneal abscess an 
incision was made and some crystals of penicillin were put into 
the cavity. This was repeated twice a day for three days and, 
although the cornea perforated it healed completely. without syne-~ 
chiae and with a scar which was only slightly opaque.”’ 

. In the, report, by, Juler and Young (1946) the method. was 
. described after an extensive trial, chiefly in senile. patients with 
severe corneal lesions.. 

In that series it was found that the instillation of, drops on the 
cornea did not suffice in the more heavily infected cases, especially 
in. persons of marked senility, and especially where BYRON was 
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associated with secondary glaucoma. In‘that series the crystalline 

~salt-was applied in 12 of these more‘severe cases; in 6 of-these there 

- was no-evidence of secondary glaucoma; and no further spread of 
ulceration ; in the other six cases, the ocular tension was increased, 
further spread occurred in four of these, and a Saemisch section 
‘was necessary ; after this healing without 
and no eye had to be excised. : 

It has now been’ used of infective processes. and 
some case reports are given below. 

» In spite of-the impurity of the present no 
harm seems to have accrued to the human eye from the applications 
of crystals to.a surface or to'an. with the 
following. 

anaesthesia of, the. cornea: some further loss. of ‘epithelial surface 
followed the application, but under a temporary lid ee ne 
was soon. made good, the infection having been stopped:: 

infective which, shave: derived Denefit: are: as 
follows : 
-Infective ulceration: of. the: cornea, ‘the deep recurrences. of 
rosacea keratitis, infections through the filtration scar of a trephine 
operation, infections’ of, perforating wounds and 
operations, |. 

The crystals used been those “After 
instillation of decicain and (if thought. necessary) orbital injection 
with 4 per cent. procaine, a minute amount.is applied to the infected 
area, allowed to stand and dissolve, the while it is gently rubbed 
into the tissues.. It is important to emphasise.that it be rubbed well 
under any advancing edge of ulceration, and into any infiltration. 

Pain is variable and sometimes severe. Up to date we have not 
repeated the applications more frequently than on alternate days, 
but as in Ida Mann’s ease, it may, pe ee to use-it at mpaneer 
intervals. 

Experimental, work on aqueous of penicillin, by 
Rycroft (1945) and Sorsby (1945), has shown that in the absence of 
corneal epithelium penetration of the drug into the anterior cham- 
ber does occur from ‘sutface drops. It would seem reasonable to 
assume, therefore, that through a thin trephine bleb or an open 
wound a valuable. concentration into. the aqueous | fluid veld 
occur from. crystalline application, to the surface. iw 

Whether such:a diffusion takes place into the vitreous) lem: a 
similar application, is a matter for further research. If.it can be 
shown to. occur the method will be less damaging to the eye than 
the introduction of fluid penicillin by means of. a syringe into’ the 
NibrootS body itself, which has been shown to be definitely harmful. 
The following case reports seem worthy of record 
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Case 1.—Mrs. Hi Nz, aged 50: years, ‘was seen. 
-Qut-patient:. Department with “a: central ‘corneal: ulceration: ‘of 
approximately 3 mm. and a was- 
C.F. at} metres 

The following day she. was incdmitied to hospital as 
solid sodium: penicillin as could be balanced on the grooved end of 
a silver probe was applied to the ulcer of: the cocainised eye. ‘By 
means of an iris:repositor the ulcer was carefully curetted, especial 
care being taken to rub the penicillin beneath the undermined 
——— edge of ulceration; the solid penicillin dissolved rapidly. 

_»: Qne drop of 1 per cent. atropine was instilled and a pad‘and band- 
age applied for 6 hours. Afterwards 1 drop of solution of 500:0.U. 
penicillin was instilled, hourly by day and two hourly by ‘night— 
care being exercised to place the drops ‘onthe top of the cornea 
with the patient looking down. Atropine 1 cent. was 
into the: conjunctival sac thrice daily. 

The following’ day a definite improvement was a 
ther advance’ of the ulcer arrested. On the 3rd day the hypopyon 
was cleared and the ulcer had begun to epithelialize. The patient 
was discharged on the 9th day with: the cornea 
the eye' whitening. 

Case 2.—Mr. McR., an 52 years. “This man’s 
only eye, two days after an intracapsular Jens extraction, becare 
congested, with corneal oedema and much muco-purulent dis- 
charge, which contained staphylococcus aureus, 

600 O.U. of penicillin in 0-5 c.c. of distilled water were injected 
into the anterior chamber, and a course of 25,000 O.U. of penicillin 
was commenced subcutaneously, at 3 hourly intervals for four days. 

Within 12 hours the eye was definitely worse and there was a 
complete hypopyon ; the next day crystals of solid penicillin were 
applied under the conjunctival flap. A definite improvement was 
noted the next day when the application was repeated. Two days 
later, a paracentesis of the anterior chamber was performed, to 
diminish the raised intra-ocular tension: Eight days from the first 
application of penicillin crystals the eye began to whiten. 

When the patient was discharged a fortnight later he had 4/60 
vision and was able to read J.10 with +10.DiSph._ ‘Six months 
later he had 6/9 with suitable correction. — 

‘Case 3.—J. S., aged 34 years, had a hypopyon treated: 
where with local applications: of penicillin drops and’ penicillin 
systemically ; despite treatment: the whole anterior of 
cornea necrosed. 

The same routine of treatment as in case was tepented: atid 
within 24 hours a definite improvement was noted. Within'8 days 
his eye had begun to whiten and the hypopyon cleared completely. 
Unfortunately, the condition recurred within 3 ‘weeks, — 
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due to too early discharge*from hospital ; the whole eye became a 
suppurating mass, and subsequently had to be enucleated. . ‘ 

CasE 4.—J. S., aged 48 years,’ had a: ‘trephine operation: three 
years previously for chronic glaucoma. 

Ten days prior to admission to hospital his eye became inflamed 
and tender with the vision diminished to perception of light only. 
There was much exudate in the anterior chamber and a small hypo- 

pyon below... Bacteriological examination: revealed, infection) with 
the staphylococcus aureus... 

Solid penicillin was applied to ‘the trephine bleb above, and the © 
next day 500 units of penicillin in } c.c. of saline were placed in . 
the anterior chamber. Conjunctival penicillin drops were adminis- 
tered hourly by day and two hourly by night for 5 days. 

‘The following day the hypopyon had ‘diminished and the eye 
bad begun to whiten but a remarkable feature’ was the exception-_ 
ally low ocular ‘tension ‘which ‘was still ‘observed when’ the 
patient was discharged from hospital after’ ten days, with Rs eye 
whitening and considerably improved. 

‘When seen in the Out-patient Department later’ his eye was 
quiet and the vision was 6/24 partly, almost as good as 3 years 
previously after the Gephining ‘The was inclined ‘ 
to be full. 

Case 5.—S. was an, case to the one above,only with 
a a diphtheroid infection, and was treated along exactly the same 
lines. Again—after the infection had begun to subside an exceed- 
ingly low ocular tension’ was noted but within one month it 
had returned to’ normal and the infection completely subsided. 

The vision had returned to counting fingers at 1 metre, whereas 
previously it had been bare perception-of light. 


We have permission to. copy a report. by Professor Ida Mann to 
the Penicillin Trials Committee in 1944 as follows:—' 
** Eight eyes with corneal ulcer were treated with penicillin oint- 
ment and in addition ‘the surface of the ulcer was massaged with 
solid 290 unit penicillin applied with an iris repositor. Five healed 
with no other treatment. One only had hypopyon and had atro- 
pine in addition; this also healed. The remaining one (2 eyes) 

was a case of Mooren’ s ulcer and showed no improvement. 

In some of these cases the penicillin massage was applied several 
times at 24 hourly intervals; in one case it was applied daily for 
eleven days, after which healing occurred “4 “leaving a remarkably 
transparent scar.’ 


‘Clinical in application of ‘of penicillin to 
the cornea in infected ulcers, filtration scars and wounds is reported 


upon favourably. No.evidence of harm tothe tissues has been seen. 
Case records of typical cases are given. 
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‘and Youne, M. Jt. Ophthal:; Vol. XXIX, 312, 1945. 
Rycrort; B.:W;—Brit. Ji. Ophthat., Voli XX1X, p. 502, 1945. 

SorsBy, ARNOLD.—Brit. Jl. Ophthal,, Vol. XXIX, p. 511,, 

Sorssy, Jl, , January 16, 1946. 
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“The Use of Solid’ Penicillin in a Case of Endophthalmitis 
following Lens Extraction 


BY. 
AINSLIE, M.B, D. O.M: 


_The patient, was, a man, aged. 61 years, who underwent lett lens 
extraction on November 16, 1945, at Moorfields Hospital. 

The. immediate, post-operative course was, uneventful, but the 
section did not close completely at first. ond abighily for 
about ten days. 

On the 8th. day after the aperation. the cornea became hazy and 

a3 mm. hypopyon developed. |. 
_ Solid penicillin powder (calcium aah was applied to the line 
of the section, the total amount being about 20,000 units. The 
next day the hypopyon was reduced to 1. mm. and the following + 
day the cornea was again clear and there was no hypopyon. _ 

"Mi ild iritis persisted for about 10 days after which time the patient 
‘was discharged. in a satisfactory condition, the. eye being quiet, 
with normal thickened capsule. and. of 
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AN OPERATION FOR POSTERIOR ROUTE | 
_ EXTRACTION OF INTRA-OCULAR 
FOREIGN 


RECENT ophthalmic literature has been. flooded with the iahioe uh 
foreign body and its ramifications in relationship to ophthalmic war 
surgery. It would appear, however, from a study of the literature 
that the operative procedure for extraction by the posterior route 
has universally followed an approach advocated first, I think, by 
H.B, Stallard. The object of this article is to describe a method of 
posterior route extraction that I have been carrying out while in 
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the army during the last few years but that has not, as far as 1 am 
aware, been previously suggested. Force of ‘circumstances has 
often compelled a: new method of carrying out a: recognised proce- 
dure. In the method to be described the force of circumstance’ was 
a 6}: mm. length of wire in the vitreous combined with the absence 
of scleral sutures, diathermy and giant magnet. The success of 
the resulting procedure induced me to employ a somewhat similar - 
operation in twenty-four intra-ocular foreign bodies (battle casual- 
and accidents) that I: operated on by the posterior 
route. 

There are hres essential differences from the proce- 
dure in the operation to be described. The sclera is opened with a 
trephine, the diathermy coagulation of the choroid is limited to the 
area of the trephine hole, no scleral sutures are used. . © 

_ Localisation.—This was carried out by means of the limbal ring 
X-ray and need not be mentioned in detail as the method used. 
differs little from that already described by others. One antero- 
posterior and two lateral exposures are taken. The two lateral 
exposures are made on the same plate, in one of these with the eye 
looking up and in the other with it looking down. This procedure . 
calls for absolute fixation’ of the head. As most of the patients were 
Indians in whom concentration is normally limited to a few seconds 
an apparatus for fixing the head had to be devised. This was 
splendidly carried out to the design of Lt. Col. Lawlor, Adviser in 
Radiology, S:A., India. By means of this rest and with the head 
clamped the eyes. can be directed, and their position observed, by — 
an assistant. ‘Thus rotation and fixation can be assured. ‘The — 
antero-posterior film shows the foreign body in relation to the per- 
fect circle of the limbal ring, and the lateral film shows it in relation | 
to the two tings here seen as lines and almost at right angles to 
each other with their apices touching. The external diameter of the - 
ring is measured before it is sutured on the limbus. By taking ‘into. 
consideration the difference between this diameter and the diameter 
of the ring on the X-ray plate exact distances on the latter can be 
calculated and the position of the foreign body from the ring — 
obtained. As other writers have emphasized it is essential that the 
ring be a good limbal fit and be sutured firmly in position in exact 
relationship to the limbus. It must also be emphasized that this 

method of localisation becomes ‘therefore an operative procedure, 
and it is often’ made mote in injured ‘or 
inflamed eye. 

“The magnet ‘used for this operation ‘was nie in the Indian 
Institute of Science; Bangalore, from the diagram illustrated in the 
Medical History of The War, 1922; Vol. 2, page 523. (I am much 
indebted to the ophthalmic compilers of this volume whose detailed 


instructions greatly this The only 
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difference: was in the! construction of a special point ‘tapered: to 
1} mm..;This magnet had a stronger:pull than a Haab (in the Minto 
Eye, Hospital, Bangalore) and also. than: the army magnet. that 
arrived.some twelve months later. All magnets were tested through 
their strongest points. The magnet stand was manufactured in the 
workshops of H.E.H. The Nizam’s:State Railway, Hyderabad, to 
- the design of its principal, Mr. Ottman (to whom for)this and other 
beautifully,executed work. am profoundly grateful), ‘The design 
is almost exactly similar to that:described and illustrated by: Lt.- 
~Col. Rycroft. The arm suspending the magnet moves horizon- 
tally. on, ball bearings, and the magnet itself can be raised.or lowered 
on a.counterweight which is kept somewhat. heavier than the mag- 
net to eliminate the danger of the point being. pressed against, the 
globe during the operation. When in use the magnet is wrapped in 
sterile towels and is manipulated by the surgeon who, while sitting 
behind the patient’s head and allowing fixation of, the eye to be 
carried out by. an assistant, can use beth hands for. the purpose. 
Thus, complete manipulative control. of the magnet. is readily 
Operation.-As_ the majority, of, patients. were Indians, from 
whom co-operation was uncertain, a general. anaesthetic was 
employed... This, normally .consisted, of induction. by , pentothal 
followed. by intra-tracheal gas and oxygen. Vomiting occurred in 
one.case /but was mild, and caused,no 
«cThe operation is carried: out. with the surgeon seated behind the 
patient’s head. An ample conjunctival flap is cut from before -back- 
wards and the episclera completely removed from the trephine site. 
Conjunctival sutures for the re-apposition: of the flap are inserted. 
A fixation suture is placed through the sclera 2 mm, from the,limbus 
at the apex of the flap, If necessary in order to expose the operation 
- site one of the recti is divided and the distal end retained by a mat- 
tress suture. The magnet is now manipulated into exact position. in 
relationship to:the area of the:sclera to be trephined and then swung 
away from:the operative field. Thus itican be brought back to the 
correct position immediately it is required... The sclera over the 
area that,is estimated ‘as nearest to the foreign body. is trephined 
with a.14.mm., trephine. ‘The. base of the disc. is dissected off the 
choroid using sac knife and disc forceps and taking great care that 
the choroid is not.injured. The choroid is then coagulated through 
the' trephine hole using the sharp point of the diathermy, Now the 
magnet is swung into position and the tip of the 14 mm. point made 
to enter the trephine hole. The power is switched,on for periods of 
24 seconds. The magnet point must. be repeatedly withdrawn 
while the current is on as the foreign body cannot be seen;coming to 
it, Itis unusual to see any bulging of the surrounding sclera before 
the foreign body makes contact with the magnet point. There may 
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Fic. 1 


Head rest for scleral ring X-ray. 
Patient shown in position for lateral 
exposures of lefteye. The left side 
of the face is pressed against the film 
which is held between the lower 
horizontal bars. For the right eye 
the patient sits facing the opposite 
way. 


Fia. 2. 


The giant magnet and stand. To avoid obstruction the two 
legs not under the operating table are shortened. Stops 
prevent the magnet being swung over these legs. The 
magnet point illustrated is not the special fine one terminat- 
ing in 14 mm. 
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Fia. 3. 


Illustrating position in which magnet is held during operation, The 
magnet stand should be on the side of the table corresponding to the 
eye being operated on, the anaesthetic apparatus being on the other 


side. 
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be some traction on the tissues as the foreign: body comes through 
the hole. If bulging does occur, or the foreign: body is not-easily 
delivered, the trephine hole should be enlarged by a radial incision 
_ madethrough the sclera with a sac _knife over the area of the bulge. 

‘This procedure: is simple and has never failed to render the foreign 
body easy to remove with but slight traction on the parts. - In this 
series of cases it has, however, seldom proved: necessary. » If -the 
_ foreign body does not come tothe magnet point when this is in the 
primary position of ‘right angles: to) the globe the point must be 
moved to: the 12:0’clock, 3.0’ clock, 60’clock and: 9 o’clock meridians. 
In each of these positions the power is turned off and on: many 
times. foreign. body: can’ often be delivered by these manoe- 
uvres when the primary position has failed. When no pull resulted 
fromthe foreign body with the 14:mm. point one of the stronger and 
blunter points was. tried:. These never succeeded where the finer 
point had failed. This would appear to suggest that the finer point 
is brought «by this operation so)inear the: foreign body ‘that..a 
stronger point, which ‘by its thickness is of necessity at a greater 
distance, fails to exert under these conditions a stronger magnetic 
pull. It was my practice to apply the magnet for a total of 15 mins. 
before deciding that the foreign body was either non-magnetic or 
too embedded to be removed. By this time the heat of the magnet 
was such. as ‘seriously to diminish its power.:'The muscle suture (if 
a muscle was divided), followed by the conjunctival sutures are then 


tied; penicillin and atropine are instilled and both eyes bandaged. 
After treatment.—Both' eyes are' kept bandaged ‘for six days. 
Atropine is instilled after the second day: The patient is allowed 
Up on the tenth day. 


~ Post-operative results.—This operation was carried out twenty- 
four times. of these cases’ had’ been admitted from 
forward areas and had already passed through ‘two or more hos- 
pitals. In'none of the twenty-two was this operation carried: out 
until after two months from the time of the injury, and ‘in three 
the foreign bodies were successfully removed on the 108th, the 
246th and the 869th day respectively. In no Case were there any 
post-operative complications. In eight only. was the foreign body 
visible in either vitreous or fundus. In seven the foreign body was 
removed. In no case was any choroidal or retinal haemorrhage 
observed post-operatively, nor did fresh vitreous opacities *or ‘a 
recognisable increase in previous vitreous opacities occur. The 
post-operative choroido-retinal scar was observed in-seven Cases, 
in four of these after thé foreign body had been removed. ‘This scar 
was surprisingly small being nearcr one quarter than one half’a 
In the absence of a diathermy apparatus the choroid ‘can be 
scarred through the trephine hole with the actual cautery. “This was 
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done in the case where a 6} mm. length of wire was present in the 
vitreous. A 2mm. trephine was used and cautery applied 
directly to the exposed choroid through the hole. The wire was then 
withdrawn with a hand magnet. The resulting scar was little more 
than.a quarter of a disc diameter. No fundus haemorrhages or 
vitreous opacities were produced.. This eye was seen eighteen 
months after operation and the vitreous had remained clear without 
the production of retinitis proliferans. 

The operation can be carried out on the posterior pole of the eye. 
In one case.a foreign body caused by a hand grenade wound could - 
be seen embedded in the fundus less than two disc diameters below 
the macula. It had been reported ‘* non-magnetic to magnet test.” 
The external and inferior recti were divided. After trephining and 
diathermic choroidal coagulation the foreign was. easily 
delivered with the 14 mm. point of the giant magnet. The periphery 


of the resulting choroidal scar was seen to overlap the site where the 


foreign body had been embedded. The operation was carried out 
246 days from the date of the wound. No fundus merenenthogee or 
‘apparent increase in existing vitreous opacities occurred. 
When considering this operative procedure the question must 
immediately suggest itself “* Was not.vitreous lost through the tre- 
phine.hole ?”’ This is an astonishingly difficult question to answer. 
The vitreous face: must; be broken in most cases with subsequent 
tendency for the vitreous to follow the foreign body out of the eye 
through such a relatively large opening. In two cases only could 
I be sure of the loss of any vitreous-like substance. In these a thin 
‘fe watery vitreous ’’ followed the foreign body but as in these cases 
there were dense pre-operative vitreous opacities obscuring. all 
fundus. details the post-operative choroidal result could not. be 
ascertained. . No untoward result appeared to occur in either case 
and the post-operative tension was normal when taken on. the tenth 
day... I.do not consider vitreous loss to bea this 
operation. 
‘Advantages,—It i is realised that to. advocate an operative: pro- 
cedure on such a small number of cases is unjustifiable. Few sur- 
ns, however, are called upon to remove more than a limited 
number of foreign bodies by the posterior route so that any simpli- 
fying of the operation compatible with safety and minimum trauma 
is worth suggesting. 
It would appear reasonable from. the above to. claim the follow- 
ing, advantages for this operation. 
1. _ The,apposition of a powerful magnet point as near the, Hhgien 
body.as is compatible with safety. 
2. ‘The production of a minimum choroidal scar. 
3. The, absence of and it 
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THE TREATMENT | OF TRACHOMA‘ 


BY 
MARKS.” 


BRISBANE 


Mr, ARNOLD Sorssy’s dtticle on the treatment of trachoma in the - 

February (1945) number is of the utmost interest to all who have ' 

to deal with the disease, and should give rise to a wide discussion 

of the subject. In the hopes of such a discussion the following 

is contributed, 

_ Over the last wads years in Brisbane, at the Hospital for 
_ Sick Children and at the Wilson School Ophthalmic Hostel 1 have 

had the care of trachomatous children who come from the dry — 

inland areas of Western Queensland where trachoma is prevalent. 

In those areas the dryness of the atmosphere, the dust, and the 

glare combine to form very irritating conditions for the conjunc- 

tivae, with a consequent common irritative conjunctivitis. Flies 

are very bad at some seasons,: and epidemics of acute conjuncti- . 

vitis are then common, especially in the less hygienic sections of the 
community. Follicular conjunctivitis and spring catarrh are as 

common there as elsewhere, and there is trachoma. However, most 

people in our ‘‘ West ’ have lids and conjunctiva which compare 

well with those of dwellers in the more humid aebanersa of the state, 

where trachoma is rare. 

The first difficulty in any particular case is to decide whether the 
child has trachoma or one of the other varieties.of conjunctivitis. - 
In a typical case with characteristic signs all would be agreed on Uw tee 
the diagnosis, but there are many more milder cases of chronic 

conjunctivitis with somewhat roughened or velvety lids and vary- 

ing degrees of thickening and varying amount or character of 

“‘ granulations ’? in which the diagnosis can only be a matter of — 

pious opinion on which experienced practitioners could reason- — 

ably disagree. I have seen many cases called trachoma by others 

in which I was confident the diagnosis was incorrect, and some in 

which the rapid recovery showed my own diagnosis to have been 

at fault. | Most that I had regarded as ‘‘ doubtful ” trachoma 

showed by their progress that the doubt was justified. 

In 1919 I had the privilege one day of going with the late Mr. 

Treacher Collins to see the Trachoma school at Swanley. From 
what I remember seeing then, most of the cases were mild and ; 
many of them would now make me doubt the certainty of the 

diagnosis. I can remember hearing a discussion about that time = = 
betwee two senior men. at Moorfields as to whether or not a patient 
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had trachoma and they decided to refer the case to Treacher Collins 

This is all mentioned to emphasise the difficulty of diagnosis, 
and that the results of treatment of trachoma must in the first case 
depend on the standard of diagnosis and in the second case on the 
standard of cure, a matter of no less difficulty. 

‘It is an old medical adage that, where there are many cures 
_ for a disease, it is either incurable or gets -well itself. The 
cures for trachoma have been legion, does the adage apply ? Since 
individual patients differ in the severity of the disease, in their 
resistance to it, in their response to treatment, and_since also there 
may be’a climatic, a seasonal, a racial or a geographical variation 
in its virulence, it is very difficult to draw satisfactory conclusions 
from the results of any particular treatment. There is also a fallacy 
- not always borne in mind that.a rapid improvement usually takes 
place in the first few weeks in an institution no matter what treat- 
ment is given, due no doubt to the improved general and ocular 
hygiene and diet. 

In an endeavour to determine the relative merits of different local 
treatments I have at various times tried running tests of about five 
cases, treating the right eye one way and the left another in all 
five, choosing-cases in which the two eyes appeared to be equally 
affected. his differential treatment was usually continued for 
‘three months or more. | With perhaps the exception of the sul- 
phonamide drugs my. results fully confirmed the old adage. It 
does not matter what one applies locally, apart from lavage to keep 
the eye clean. . Time. and the general health are the cure, particu- 
larly time. It.is years since I have painted a lid with silver nitrate 
or used copper sulphate. Milder things are every bit as good or 
better, being possibly less harmful and certainly less unpleasant 
for the patient. Expression, where there was anything to express, 
seemed to make an immediate improvement but did not hasten the 


final cure. . 
My impression of the sulphonamide drugs is that, administered 
orally they are wonderful in dealing with the secondary infections 
but do net deal with the trachoma. They seem less efficient in local 
application. Prontosil and soluseptasine as drops did not seem to 
_ have much effect but sulphanilamide powder which remains in or 
clings about the eye for a long time dnes seem to benefit many 
though not all eyes, in comparison with the other eye as a control. 
But it is not a miracle worker. War conditions have latterly inter- 
- rupted the supply of patients, and we have not had any severe 
cases to justify the use of penicillin since that drug has been avail- 
able. The absence of these severe cases gives rise to the hope that 
the virulence, if not the prevalence, of the disease is diminishing. 
Generally, my impression is that the milder the treatment. of 
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trachoma the better, and most children for some time have only had. 
boracic lavage followed by a drop of BY per cent. zinc sulphate. The 


latter is perhaps a pandering to convention. The case for which 
the Wilson Hostél received the most gratitude was a small girl 


from central Australia ‘who had been under treatment for a‘long — 


period in’ hospitals in two of the southern capitals. -When she 


arrived she had photophobia and blepharospasm and it was very — 


difficult to see her cornea which had pannus and some. ulceration. 
She was so miserable and unhappy that. said not to worry her for 
a few days with anything but boracic lavage’ and atropine. She 
improved ‘so rapidly and continuously that at no time’ was other 
treatment desirable, and boracic was all she ever got. Whether the 
child had an idiosyncrasy to drugs previously used, or whether she 
happened’ to: come at the time she was. going to get well in any 


case, the fact remained that she actually did wonderfully well with . 


simple boracic lavage and the absence of:chemical irritants... 
was before the advent of sulphonamides. 

_ To conclude, the'main object of this communication is to 
others have tried the experiment of eves. 


ently. and if so, their findings. 
‘SCHISTOSOMIASIS, OF THE’ 


“ASSISTANT PATHOLOGIST, MEMORIAL 
LABORATORY, CAIRO, 


Scuistosomiasis of conjunctiva, as any; 


schistosomiasis, is very rare in relation to: the big. ‘number of 
_ patients affected with bilharzia in Egypt. 


-In,1944, only one case of bilharziasis of the. conjunctiva was 


- examined pathologically at. the Memorial Ophthalmic Laboratory, 
_ _ In 1946, up to August, only one case amg present one) has been 
examined pathologically at the laboratory. | 


This. relative rarity may be due to. one. af two reasons or to 


both: 


Infection witha: bilharzia, through the, conjunctiva is actually 


exceptional. 

2. Bilharzial affection of the conjunctiva passes unnoticed by 
the patient until cured concomitantly with the: eranesy affection 
under specific treatment. 

The first case of schistosomiasis of the conjunctiva. observed was 
that of Sobhy Bey in 1927. The patient was a boy ager 8 dbo 


* Received tor publication, December 6, 1945. ., 
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The affection was a eostltiin of the palpebral nities of the 
right upper lid, extending to the upper. and outer bart of the mater 
conjunctiva and the upper part of the limbus. 

The. second case was examined in 1933. and described’ in the 
Annual ‘Report of the Memorial Ophthalmic: Laboratory. The 
patient was a girl aged 12 years. The affection was a a swel- 
ling arising from the left plica semilunaris. 

The third case occurred in 1986 and was iaeesiiond in the Asiilaal 
Report of the Laboratory. The patient was a girl aged 12 years. 
Several small yellowish masses were present under the conjunc- 
tiva near the left upper limbal margin. They had the size of a 
s head and resembled streptothrix nodules. 

. The fourth case occurred in 1933 and was described in the Annual 
Report of the Laboratory.: The patient was a boy aged'12 years. 
A flat yellowish pink mass occupied the region between the inner 
margin of the limbus and the semilunar fold of the right eye: and 
extended upwards into the fornix. © ~ 

Then Dr. Ahmed Kamel reported and described four cases, one 
occurring in 1939 and three in 1941, in a paper read at the Annual 
—: of the Ophthalmological Society of Egypt in March, 
1 

Finally, a case was examined pathologically at the Memorial 
Laboratory in 1944. The patient a boy aged 10 years. The 
bilharzial lesion was a swelling in the left upper palpebral con- 
junctiva including the upper fornix; it was adherent to the tarsus, 
_ semisolid and sessile. 

_ All the above nine cases occurred i in children, 7 boys and 2 girls, 
aged from 5 to 12 years. 

Pathological examination of all the above specimens revealed the 
presence of bilharzia ova only in the granuloma. The presence of 
the worms could not be detected. The ova in all the Specinety were 
terminal-spined (B. haematobium). 

The presence of the adult bilharzia worms in the cohjtinctival 
lesion or in its neighbourhood was suggested by Sobihiy Bey and 
by Ahmed Kamel. 

Sobhy Bey says: ‘ Il est plus que probable, d’aprés 1’étendue 
de la lésion et le grand nombre d’oeufs trouvés dans les prépara- 
tions que les vers bilharziques ne se trouvent pas trés loin de 1a ou, 
en d’autres termes, que les vers sont logés dans les veines orbit- 
aires ou sous-con jonctivales et peut-ttre dans la partie de la tumeur 
enlevée.”” 

Ahmed Kamel lays stress on the ‘* recurrence of the lesion in thie 
same locality (conjunctiva) after removal when patient did not 

receive general treatment ’? and says ‘* this point is in favour of 
the great probability that the adult worms are yremmat in the vessels 
of the vicinity of the conjunctiva.” 
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Fic. 1. (x40) 
The epithelial lining of the region of the caruncle is thinned. Groups of 
terminal spined Bilharzia ova are seen lying in the subepithelial tissue 


and forming pseudo-tubercles. Few ova show. calcium deposit in the 
contents of their shells. 


a. 
¢ 
2. (X96) 


A high power view of Bilharzial pseudo tubercle showing a group of ova 
cut in different directions. The ova are surrounded by epithelioid cells 
and an outer zone of lymphocytes and plasma cells. 

To the left hand side of the photograph an ovum shows the terminal 
position of the spine. 
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3. (x 40) 


Male and female Bilharzia worms are seen lying in a dilated orbital vein. 
Deeper, lying outside the tissues, the same worms are seen in tangential 
section. 
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Consequently,. IT endeavoured to search for the adult worms in 
the specimens of bilharzial granulomata submitted to me for patho- 
logical examination at the Memorial Laboratory, Giza.’ - 

I was fortunate to find the adult worms in the following case 
which’ I am going to describe and is very interesting in view 
of the fact that it is the first case reported where big worms were 
in’ situ ‘under the conjunctiva. 

4 Description of the case. 

On Ma 16, 1945, a boy aged 12 years, preseibear himself to Dr. 
Ahmed arouk, Ophthalmic Surgeon at the Fouad I. Ophthalmic 
Hospital, Alexandria. 

On examination, Dr. Farouk found a tumour of the palpebral 
conjunctiva of the left upper eyelid near the inner canthus. Patient 
had T.3 in both right and left lids ; both corneae were clear. Patient 
stated that the tumour was present for more than a month. 

The swelling was excised on May 17, 1945 and submitted to the 
Memorial Laboratory for pathological examination, with a pro- 
visional diagnosis of ‘* ? Hypertrophied Tarsus.” 

The specimen was embedded, as usual, in paraffin and was sub- 
mitted to me for examination on Jane 3, 1945 (Lab. Report No. 
283 / 1945). 


Pathological description of the specimen 


The specimen consists of a portion of the fornical conjunctiva - 
together with a granuloma in the region of the carunicle. 

The fornical conjunctiva shows a cicatrising trachoma with 
pseudocysts (T.3); about four trachoma follicles are also seen 
(T.2a). A piece of a serous gland (accessory lacrymal gland, most 
probably) is shown under the conjunctival epithelium amongst the - 
fibrous cicatricial tissue. 

Gradually the epithelium merges into the stratified epithelium 
covering the region of the caruncle. There, the epithelium is 
thinned out and infiltrated with migrating cells. It is ulcerated in . 
a large portion of its extent and bilharzia ova are seen making 
their way through this ulcerated area to the surface. 

Just beneath the epithelium, and extending deep into the tissues 
in the region of the caruncle, lies an inflammatory granuloma con- . 
taining a large number of terminal-spined bilharzia ova arranged 
in groups and surrounded by tuberculoid nodules of various sizes. 
These nodules are composed of epithelioid cells with an outer zone | 
of lymphocytes and plasma cells (Figs. 1 and 2.) Eosinophils are 
present everywhere in great numbers; they are massed together in 
places (Schistosomal pseudo-abscess). 

‘Many of the ova are degenerated having only their distorted 
_ Shells which are either empty or contain a collection of piknotic, 
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necrotic cells.,.A few ova show. calcium deposit i in the contents 0 of 
their wrinkled shells... id Yo ens 
A few giant: cells are seen surrounding the, degenerated. ova, 
others are lying amongst the cells of the granuloma.away from any. 
ova. In.other places,.a marked | fibroblastic is | 
surrounding the degenerated ova... 
The terminal position of the spine is well amis in the pacha 

of the-ova. Others are cut or obliquely and abow as 

rounded or oval spaces. 

The granuloma occupies all the region of the caruncle and. ex- 

_ tends deeply into the connective tissue and fat reaching the tissues 
_ of the orbit. 

_. There,.a male and an included female bilharzia, worms are seen 
in cross section, lying in a dilated orbital vein (a branch, of the 
superior ophthalmic vein), The vein is surrounded by the fibro- 
fatty tissue of the orbit which is infiltrated with plasma cells and 
lymphocytes. There is no endophlebitis (Fig. 3). 

~The male worm bears. prominent, cuticular, papillae 
on the outer surface of its body; the borders of its gynoecophoric 
canal are intestinal branches are. shown irpcross 
sections. ifn 

The female lies in ‘the gynoecophoric canal of the male; it is 
rounded in cross section: Its cuticle is smooth and in its body 
cavity we can see’the intestinal caeca distended with ‘deeply stain- 

_ ing material and a cross section of the yolk. gland. ... 

Deeper to that, lying outside the tissues,. the male and enclosed 
female worms are seen in tangential section. The cuticular papillae 
on. the outer sufface of the body of the, male worm, are more 
markedly shown. The female shows its intestinal canal distended 

_with deeply staining material. It is probable that the worms. have 
been squeezed out of the vein during excision of the tumour, 

Unfortunately, I could not have the patient, at.the Laboratory 

to complete. examination. He could not be found. in spite.of the. 
repeated efforts of Dr, Farouk. 

It would have been interesting to know, whether, he had. a . con- 
comitant urinary bilharzial infection and to exclude such. congeni- 
tal anomaly as the presence of a patent. foramen ovale. It would 
have been interesting also to examine him for another extraperineal 
(or systemic) bilharzial affection, to examine his lungs and to note 
‘the result of specific treatment on the conjunctival.granuloma. . 


How do the Bilharzia worms reach the conjunctival tissue? 
. Before describing the life history of the. BATHS, it is. interesting 


to note the following :— 
The ovum of bilharzia. “110 to 120. u. in 


length and 46 to 50. u. in, breadth, 
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_ The cercaria (schistosomulum) of the same worm measures bid u. 
in length (without the tail) and 57 u. in breadth. = 

‘The male worm measures 11 to 18 mm. in and mm. in 
breadth. 

The worm measures 20 mm. in length and 250 u. in the 
broadest middle portion of her body. 

The blood capillaries, including the capillaries of the lung, vary 
in size, averaging 8 to 10 u. in diameter. 

man, in the eyelids, the terminal of arteries 
connect with the veins not only. by ordinary capillary network but 
also by. direct, arteriovenous anastomosis ’’ (Maximow). 

let us consider briefly the life of bilharzia haema- 
tobium. 

The ova are wedided by the patient with the urine. If wea in 
fresh water, the miracidium hatches and is attracted towards the 
intermediate host, a fresh: water mollusc of the genus bullinus. In 
this host, the miracidium develops into the primary sporocyst and 
secondary, sporocysts. Cercariae are produced in the interior of © 
the secondary sporocysts. The cercariae, when fully mature, break 
through the sporocyst wall and bore:their way thedugit the tissues 
of the:snail into the surrounding water. Dae 

This. is the stage of development. outside the body of man, she’ 
definitive host, 

Then comes the next: stage, the 
through the skin or mucous membrane of man and migration of | 
the cercariae (now. called ‘schistosomula) inside the body of the 
definitive host. Opinions vary as to the exact route followed by 
the schistosomulum to arrive at the blader which seems to be the 
normal goal of the mature worm. . The routes are 
following :— > 

1, From the lymphatics and veins a the skin or mucous mem- 
brane to the right side of the heart, then through the pulmonary 
artery, to the lungs. From the lungs they pass through the pleura, 
mediastinum or diaphragm and penetrate into the liver; then they 
go to the portal vein where they mature in 2 months, copulate and 
pass into the branches of the mesenteric veins to. the bladder to 
deposit their ova. The ova are voided with the urine and thus the 
cycle is complete. . 

2.. From the lungs instead of going directly to the liver roma 
the. diaphragm, they pass through.the lung capillaries by the pul- 
monary vein, to the left side of the heart and then, to the systemic 
arterial circulation. Thence some of the schistosomula. pass through 
the capillaries of the gastro-intestinal canal to the mesenteric and 
portal veins where they attain maturity.. 

This route can be at once excluded for the simple reason that the 
schistosomula are 57 u.. in breadth while the lung Seer and 
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the capillaries of the. gastro-intestinal. canal. aver- 
aging between 8 and 10 u. 

3,, The third possible route is that supported by Diamantis\ who 
states that there is no necessity for a hepatic stage for bilharziasis 
in man and that the cercariae develop to maturity and pass their 
eggs in the veins directly subjacent to the skin or.mucous mem- 
brane through which they have penetrated if the conditions are 
favourable for their development, i.e., if the part:is richly vascu- 
larized. ‘The cercariae (schistosomula) pass these incubation period 
_ in the veins of the diseased organ... 

If the first route is'the usual one in cases of ordinary infection of 
_ the bladder with bilharzia haematobium, the third route, though 
exceptional, is not impossible and it explains the cases of extra- 
vesical bilharzial infection, e.g., those occurring in the conjunc- 
tiva, and the case of the water-carrier who developed a bilharzial 
granuloma of the skin of the back at the site where he carried his 
goatskin (case reported by Bilharz and quoted by Sobhy Bey). In 
both these examples of probable direct infection, the conditions 
were favourable for the development of the worms, the parts being 
richly: vascularized due to trachoma in the conjunctival group of 
cases and to irritation of the skin in the case of the water-carrier. 

- Direct infection through the conjunctiva is rendered possible by 
- bathing in infected water; this is conceivable as it is a common . 
habit of children to bathe in pools and shallow waters where the 
infected snails abound. As already stated, all the cases with con- 
junctival bilharziasis reported are aged between 5 to 12. ami 
the present case. 

It remains to consider the possibility for the adult worms to pass 
from the portal to the systemic circulation through the big anasto- _ 
‘ motic veins between the two systems. 

The worms pass through the inferior vena cava into the right 
side of the heart. From there, there are three possible ways for the 
worms to reach the conjunctiva:— | 

1, From the right auricle, against the Blood current, into the 
| superior vena cava then to jugular vein and orbital vein. This 
way is far fetched. If the worms are supposed to travel against the 
blood current in the portal system, this is to reach the bladder 
which is their normal goal and to which they are attracted by a 
normal tropism. It is not the same with the superior vena cava. 
Moreover, the blood current is much stronger in the superior vena 
cava than in the portal vein and such a supposition would imply 
multiple bilharzial lesions i in thre head and body which is not the 
case. 

_. 2. The worms pass from the right side of the heart to the left 
side through a patent foramen ovale. This way, although possible 
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theoretically, ‘was not confirmed. practically.’ The cases 
and examined by Ahmed Kamel had no heart defects. — 

8... The worms pass from the right side of the heart to the left 

side through the pulmonary capillaries. This, as already stated, 

is impossible if we know that the breadth of the male worm is 

1 mm. and the diameter of the pulmonary capillaries is 8 to 10 u. 

Moreover, Ahmed Kamel found ‘nO Dearsiieis of lung and no ‘aoe 
eosinophilia in sputum. 


‘Finally, I have to thank Dr: Wilson, Director of the Memorial ~ 
Ophthalmic Laboratory, Giza, for allowing me to publish this 


case and to have the microphotographs. My thanks are also due 
to Dr. A. F. El-Tobgy and Dr. Ahmed Kamel for their advice 


and to Dr. Farouk or providing the caine material and the 
pathological specimen. 
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A OF SECONDARY ORLIGUE: FACIAL CLEFT* 


BY 


A. MELLICK, Major, R.A.M.C. 


Pre. P. bi age 20 years was referred to the ophthalmic centre for 
treatment of blepharitis of the left eye. On examination there was 
seen to be present a narrow bridge of skin passing down from the 


* Received for pantivetions September 18, 1945. 
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upper lid in the region of the lacrimal punctum to become’ con- 
tinuous with the semilunar fold (Figs.’1 ‘and 2). the centre of 
the bridge of skin, in the line of the upper lid margin, there was 
a, small, depression which admitted a: fine horse hair’ in a medial 
direction for a distance of about 15 

‘The lower lid showed a slight degree of notching tlebiceet the 
inferior punctum. and the. medial canthus, a shallow downward 
curve replacing the normal straight line of ‘the lid margin. Fluid 
passed freely into the nose on syringing the lacrimal sac through 
the inferior punctum. X-ray examination after lipiodol. injection 
‘disclosed no abnormality of the lacrimal sac and duct (Fig. 4). The 
caruncle. was normal, and there was-no interference: with the motil- 
ity of the globe. No other abnormality of the eye was found. 

The right eye was normal, and the family history negative, 

The question of the mode of origin of lid colobomata i in general 
is not settled. They are not hereditary, and are often associated 


with malformations ‘and cicatricial bands of skin in the neighbour- 
hood. Clefts in the lids, and adhesions between the lids and globe 
do not occur in the course of normal development, ‘and therefore 
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cannot be due to arrest of growth!,. Their, appearance is suggestive 
of some external mechanical agency, and van Duyse’s theory that 
they are caused by the pressure of amniotic bands or adhesions 
explains their occurrence better than any other. 
In recent years there has been much scepticism regarding the 
ability of amniotic bands to cause congenital defects and deformi- 
ties, but this has probably been due to over-enthusiasm on the part 
of supporters of the theory, who haye attempted to ascribe to it too 
large a variety of congenital anomalies. Hippel’s statement? that 


car tissue ~ 
covering the 
microph. bulb 


Inferior lacr. 
punctum 


is ho’ to repudiate the thea, or to it” 
our Own Views. 

Fig. 3 is reproduced from the exhaustive article by Ask and van 
der Hoeve’, and in our opinion demonstrates conclusively. that 
amniotic bands can effect adversely the normal course of develop- 
ment of the human eye. “According to these authors, these bands 
can be effective in various positions, and according to the direction 
in which they occur, fifteen different’ types of defect can be pro- 
duced, ¢.g., the band may pass through the sac, through either or 
both canaliculi, or colobomata ofthe lid may be produced without 
the canaliculi being involved, These are all included under the 
general heading of secondary. oblique: facial-cleft*.. 

During the period of embryological development of the lids, the 
lid-folds become adherent, and it is during this period that differen- 
tiation of the lid-margin | and its appendages occurs. Seefelder* has 
suggested that failure of part of the lid to become adherent, or, 
alternatively, breaking down of the adhesion, would cause the 
defect. This theory would account for the meniee. 5 in development | 
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Pandduct 


Xrapiphotugrapll of lacrimal sac and duct after lipiodal injection. 


of the marginal structures in the Sloboda: We do not think this 
theory satisfactorily explains variety of abnor- 
malities in this region. : 

Summary 

A case of partial oblique facial cleft with unusual’ teatures is 
decribed, showing non-development of the upper canaliculus, a 
bridge of skin passing from the upper lid to the plica semilunaris, 
shallow coloboma of the lower lid, with patency of the inferior 
canaliculus and naso-lacrimal duct. It is assumed that adhesion 
or pressure of amniotic bands is the cause of this anomaly. 

I have to thank Professor A. Loewenstein of the Department of 
Ophthalmology, Glasgow University, for his valuable advice, and 
Mr. John Watt of the for the excel- 
lent 

MANN of the | P. 402, 1937... 

VON —Handbuch der speziellen pathologischen und Histo- 

logie, Wessely, Berlin. 1931. t 

Ask and VAN DER HoEVE.—Arch. f. Ophthat. Vol. CV, p. 1175, i921. 


M. Van DuysE.—Traité d’Ophtalmologie.' Vol. I, p. 1035. 1939, 
SEEFELDER, R.—Arch, f, Ophthal,, Vol. XC, p. 129, 1915, fiz 
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“THE: RELATION OF CORNEAL’ VASCULARISATION’ 
“AND CONJUNCTIVAL TRANSPARENCY | 
“TO GENERAL DIRBABE®.. 


BY age 


GARDINER, Squadron Leader; R. A. ol 


THE relation of corneal vascularisation and ot 
parency to nutritional deficiency have already been described (Lyle, 
Macrae.and Gardiner, 1944; Gardiner, 1944). The former commun- 
cation showed that a high. limbal score indicating increased corneal 
vascularisation occurred in groups of people who were living,on- 
inadequate or unbalanced diets. The latter investigation showed 
that increased conjunctival transpareficy was associated with 
increased corneal vascularisation and also with inadequate diets. 
It is hoped to show that these ocular signs are also related to the’ 
incidence of disease and they: are useful s in the assess- 
ment of health, 


Plan of. experiment 


Thee eyes of about 190 unselected members of an R. A. F. Hospital 
staff were examined with the slit-lamp. A second group was exam- 
ined which consisted of about 150 Service personnel who were ill. 
This group was made up of four sub-groups which’ consisted of 
Patients suffering from :— 

1. Proven duodenal ulcers (60). 
2. Other chronic gastro-intestinal diseases 
8. Fibrositis and/or arthritis ... 
4. Chronic chest or chronic skin diseases 


In all these sub-groups no subjects with a doubtful diagnosis or 
double pathology were examined except in sub-group 3, and the 
condition was in every instance Severe enough to warrant their 
being in hospital or being invalided from the Service. It will be 
observed that the diseases mentioned are all of a chronic nature. 
The figures in parentheses are the numbers examined in each 
group. 

The healthy group was under Service conditions and serefaire 
a relatively accurate record of the incidence, of sickness could be 
obtained since their arrival at the unit. An analysis was made of 
the number of times each individual in this group had reported sick 
for any cause except trauma, before the examination. This analy- 
sis was made after the examination’ took: place. Investigation 
showed there were probably only a few cases of concealed or 
unreported sickness. The mean number of times per quarter that 
a subject reported sick was termed the sick index. Those subjects 


* Received for publication, November 27, 1945. 
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whoserreconds, were available tox Jess than, three; months: were; not 
the-a ,Qn-an average records for 
6 months th nsiderable ‘of subjects had records 
for a year or more: tlow-up ‘was also for 3 months 


after the examination. 
The results. cbtained: aeeacted! and discussed: separately for each 


ocular sign. 


ins: A-Comneal vascularisation OF 
‘same’ system | of notation: was used 'to assess ‘the’ Wasciilarity 
‘of ‘the limbus as “used in former Surveys (Lyle; Macrae and 
boPableP the mean’ vascularity of in’ healthy. 
‘ill 'pedple: m0 tas 
ort ni Vaseularity of the cornea i in 1 the healt: hi 
and the diseased 
Healthy Ill 


Table II shows the sick index of the, Garhi a 


with the corneal vascularity, 
Correlation of sick index and (bre- exam.) 
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‘Mean sick index per quarter 
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table shows :that alow degree: of: limbal:vascularty! was 
accompanied by a tower sick:index and awhigh degree of vascularity 
byva-higherisick index. with jailow degree of vascularity 
wéreon the-average:twice as ‘long at the unit before reporting sick, 
as those with a high: degree<of vascularity: This figure includes 
those who did not report sick at all. The results would be more 
marked if the ultimate in these instances were” 


rt Sick are 


months 
17297 


certain correlation, Fouad between vascularity. and: 
jective i impressions of weight,changes. .The.sick index ‘oh those who 
gained weight -was, 0:31, and, those who lost was, 0:45. but, this, was 
not statistically significant...) to eievisas. 

No. correlation: could |:be obtained between, the. typeof illness 
reported: rand the: degree of: vascularity... The largest type-of illness 
reported: was: upper: respiratory! infection,., It, should be noted. 
only a negligible proportion. reported:sick.on, account of,their,ey 
‘There was no correlation. between;the occurrence of ocular. 
‘toms ‘inthe’ healthy: group, and. the: degree! ot, vascularisa- 

“Phe sick forthe three: montlis following. examination 
owere’ also obtained the results ‘in 

of sick reports ‘and Corneal 


“Number examined 


umber reporting. ‘sick | 


9G. AR oni bre, wivodtih 


| 
| 
at the, unit, befo 
corneal vasculari 
alow, yascularit 
index are. theref 
| 


- The mean sick index was not necessary in this part of the investi- 
gation as all the subjects were under observation for all the period. 
These figures are‘not statistically significant but it will be noticed 
that the ‘percentage of those with a low sulacity: who — 
sick was than those with a high 


Discussion 


“Some of these results are s statistically significant ; viz, the corneal 
Riiscayeh yl of the ill group was significantly higher than of the 
healthy group (Table 1), the length of time before reporting sick 
was significantly greater in those with low degrees of vascularity 
than in those with high degrees of vascularity (Table II). The 
remaining results are not significant statistically but they fall into 
line with and reinforce the conclusions which are to be drawn from 
the significant results. The broad conclusion is that in disease the 
degree of corneal vascularisation increases. This conclusion rests 
on the following results as well as on the statistically significant 
results. 

‘The three months’ follow up indicates that there is ‘a probability 
that those with higher degrees of vascularity will report sick in 
greater numbers than those with a low degree of vascularity. The 
analysis of the sick reports before the examination shows that those 
with a high degree of vascularity reported sick in greater numbers 
than those with a low degree of vascularity. In the former case the 
proportion of those reporting’ to those not reporting was: about 6 
to 3 and in the latter case about 4 to 8. 

 It-has already been shown that there is some connection Setendid 
the degree of corneal vascularisation and states of nutritional 
deficiency. It is consistent with this that there should be a connec- 
tion between morbidity and corneal vascularisation. Only a very 
small proportion of the illnesses recorded in the healthy group were 
of a kind which would directly and obviously be associated with 
nutritional or metabolic disorders. 

The results are interesting in other ways. First they indicate 
that examination of the eyes brings to light signs frequently asso- 
ciated with common constitutional diseases. Secondly, the results 
seem to indicate that the normal cornea is the one which is least 

_ vascularised. The exact limit of normality has not yet been estab- 
lished and must still remain in doubt. It is worth noting that a 
score of less than 6 indicated that no vessels encroach on the clear 


cornea and it may be that this is the real normal or optimum. | 


Thirdly, the consistence of these results indicates that the system 
of notation adopted is not unrelated to a true measurement of the 
degree of vascularity seen. In the great majority of cases the 
measurement presents no difficulty and the system can be learnt 
quickly by anyone who is used to the slit-lamp. 
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B.—Conjunctival transparency 


The technique of examining the conjunctiva and the method of 
grading the degree of transparency has already been described in 
a previous communication (Gardiner, 1944). A standard graph 
which showed the mean transparency in 2,500 healthy subjects at 
various ages was used as a basis of normality in the present investi- 
gation. The present results are tabulated so that the subjects fall 
into three groups, viz, transparency above average; average; and 
below average. Subjects over 30 years old show less variability in 
the transparency of the conjunctiva and therefore have not been. 

The same groups were examined as in the first part of the investi- 

gation and the following results were found. — Bk 


Taste IV 


Conjunctival transparency in’the healthy 
and the diseased 


Healthy 


No. Per cent. 


Above average | 74.| 42 


Average... | 73| 41 


Below ; average 31. 17 4 


Table 1V shows the difference in the distribution of subjects 
in the healthy and sick groups according to the transparency of 

Table V correlates the conjunctival transparency in a healthy 
group of people with the sick incidence. == 

_ The figures relating to the number of months before the first sick 
report do not include the subjects who did not report sick. | 

This table shows that the rate of sickness amongst those with a 
high conjunctival transparency was high compared with the:rate 
in those subjects who had a low transparency. The proportion not 
reporting sick to some extent accounts for this difference. Those 
Wie an average transparency show. an intermediate incidence of — 
sickness. 

_ None of these results is statistically significant. No correlation 
was found between subjective impressions of weight changes and 
_ the conjunctival transparency. © 
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Mean sick,index per quarter 


Mean number of months at 
Unit before first sick ue 


Per cent. pet reporting sik 28. 


.Table VI shows the incidence of sickness occurring after the 
examination. 


TABLE VI 


of sick index with Conjunctival 


Conjunctival Transparency 


| Above average! Average ‘} Below average 


fo si of enibrdoos bris 


Number reporting sick... 14 


«bY 


table shows that’ after thé examination those ‘trans- 
‘parency “below: average’: ‘reported Sick ‘more’ fréquently than the 
“others. as large’as ‘inithe ‘preceding tables and 

‘again’: are!not Statistically. bed sod? 


results obtained, indicate, that. the: transparency, of the con- 
has some, relation; to the, health, of, the, individual, As in 

the instance of the corneal vascularity there w was.no corr elation, with 
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any particular: type of disease and although ‘it has:beert'shown that 
the ‘conjunctival: transparency: is probably connected: with? nutri+ 
tional well being the diseases reported amongst the: healthy’group 
were not likely: to be of a/nutritional origin. The'results recorded! in 
Table indicate that'the' transparency is increased in’ chronic 
disease and those ‘in Table indicate that’a’ higher: incidence “of 
trivial sickness is also! accompanied by ‘an’ increase in: ‘transparency 
of the’ conjunctiva. “These: results are’ not: clear 
tender a dogmatic conclusion possible especially! intview of the.con- 
flicting results obtained after the examination and in the absence 
of statistical confirmation in’Tablé V. The figures in Table VI are 
so small in the below average. as' to be‘almost'worthless: 
However, it ‘seems probable that conjunctival changes are‘ not 
very abrupt and therefore not as sensitive an index over a shore 
as the 4 of the 
he combination, of a hi ascu rity and a high transparen 
Jow vascularity. 


‘ ther results obtained. from this. inyestigation indicate, that slit- 
lamp. examination of t the conjunctiva. arid cornea. provides a clue. to 
the, amount pf trivial: ‘sickness. amongst a over, a a 
period ring, between three months years. before ¢ 
a also to “the amount of sickni ess, they. are likely, to su fer 
‘om in the three, months after is, possible 
at those with, a high degree of corneal. ‘vascularit are, as, a, group 
to report sick than those. with a. low. egree of vascu- 
larity. conjunctival results must. be: eansidered  v WwW th more’ 
Teserve, ‘but those with a high, transparency, ‘reported sick nearly 
bas as often before examin: ation, as, those with a low transparency. 
he, provi es ver Jittle. help. in. determinin, 1e 


typeof illness, whic these ‘signs. Tt has also failed, to 


wide. individual limits but it is pr able that in health the 
is likely to vascularised than. in In ther 


iDrese 
Series, however, . were a, few. with. hig oF of 


di not report sick at all. sfi a 
proved its worth, in nutritional. surveys in ‘the 


Present results: indicate a a somewhat, broader, field of 


degree,of, conjunctival. transparency and of. s yas- 


cularisation of the cornea are shown to be. igher i in chronic disease 
than in health: "*' Thedegreé of of the 


4 
e 
. 
\S- 
he 
nd 
in 
ith 


cornea and the degree of transparency of the conjunctiva are shown 
to havea relationship to the incidence: of :sicknessin a group of 


healthy people... 
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Commanding Officer of the R.A.F. Hospital, Northallerton, for 
his permission to. carry out this investigation and also to the Staff 
of the hospital for their co-operation. The Director General of the 
Royal Air Force, Medical Service has kindly given his: permission 
for publication of this papers 
GaRDINER,/P.. Av (1944):—Brit. Jt. Ophthat., Vol. pp. 11,538. 
Lyre, T. K., Macrae, T. F. and Garpiner, P, A. (1944).—Lancet I, p.. 393. 
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OCULAR DECOMPENSATION* 


BY 


E. M. G. GALTON, Major, R.A.M.C. 

THE attitude towards the significance of refractive errors, accommo- 
dative anomalies and abnormal ocular muscle balance has changed 
considerably during the past few years. This change has been 
accelerated by the experience of a certain type gained in the armed 
forces. In them large numbers of individuals of both sexes were 
seen, who, in the ordinary course of events would never have pre- 
sented’ themselves for examination. These cases fall into two 


groups (1)-men and women whose visual acuity was found, during 


routine testing, to fall below required Service standards. (2) Those 
with headache as the main symptom. _ This is probably the 
commonest single complaint met with in the army and is much. 


-more frequent than among civilian patients. As very few are 


allowed to escape an examination for ‘‘ a refractive error” the 
number in this group is very large. It may be mentioned in pass- 
ing that it was in only the minority that an ocular cause for the 


headache could be substantiated. 


. When reviewing numbers of cases of these types it is imme- 


diately obvious that the majority had been able to do their civilian 


work quite happily and without difficulty in the presence of refract- 


ive errors of all grades very often with some heterophoria as well. 


It was only when called upon to do other types of work or the same . 
work under less favourable conditions that some of them developed 


In other words ocular symptoms are due not so much to the 
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defects in themselvesias to a breakdown in the compensatory factors _ 
which exist in even ‘the so called normal eye. ‘These factors: are 
complex and. involve psychological and mental :as well as:physical 
components. In: this: connection: it is interesting to, watch/ the 
development of symptoms when an incorrectly orientated: cylinder, 
which has been worn for some time, is replaced in the correct axis. 
The resistance often shawn: patient: change: AS 
remarkable. 


In‘order to as strongly. as the nature 


of ‘visual symptomatology it is) suggested that the terminology: ot 
the cardiologist be adopted. Before Mackenzie the heart murmur 
was looked on as a disease in itself, patients were treated for 
their murmurs irrespective of their: cardiac capabilities. |The con- 
ception of functional response to the: environment revolutionised 
the whole approach to the heart case. Ametropia and heterophoria 
are still too often loked on as errors which must. be corrected for 
themselves or for some supposed connection: with: athes symptoms 
which are often of a neurotic character. 

As in the heart, the ultimate cause of ocular: visual symptoms is 
a breakdown in the neuro-muscular systems involved irrespective 
of the pathological anatomy present. This decompensation may be 
caused either by an increase in the amount of work to. be done or 
by a decrease in the neuro-muscular resources available for the 
habitual tasks. Work is not used here in its mechanical sense but 
rather as the total of the factors such as size of object, intensity of 


illumination, background, etsy which are in visual 


The great advantage of the term erinsnniosnations’ is that i it implies 
the possibility of compensation. The statement that a patient has 
12 degrees of exophoria for the near point gives no indication of 
the condition he is in, he may be symptom free or may be having 
considerable difficulty with near work. To say 2 he has decom- 
pensated exophoria of 12 degrees implies that not only-is he having 

symptoms from his defect but that with treatment his previous 
state of compensation can be attained. Simple physical correction 
by the prescription of prisms offers little hope of this. 

A low hypermetrope suddenly complains of trouble after near 


‘work. Up till now he has been well compensated but either his . 


work has increased, the conditions of his work have worsened or 
he has become debilitated following either some obvious infection 
such as pneumonia or influenza or some less tangible physical or 
mental deterioration which can best be described as being ‘* run 
down.” He is suffering from decompensated hypermetropia and 
can in the majority of cases be treated without glasses. If he is 
approaching the presbyopic age his powers of recovery are limited, 
glasses may be needed as a: srenponney measure sia should only be 
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prescribed as‘such.» To call: the condition accommodative: asthen- 
opia: is! really) more! ‘often: than: not theréis ‘some 
associated heterophoria which helps to produce 
»Analogycis a:dangerous:form: of argumentiand it is:not:desired 
to labour: the ‘point but it: requires little -thought to find examples 
of . acute, ‘subacute chronic: in the: lor 
‘extra-ooular ineuro-muscular systemsi:/ od | 
This terminology will increase the ease with which. shesgaaent 
willebe) able: to acquire national viewpoint; -of the defects of; the 
visual apparatus.) »Asthenopia’ of various), types: ‘and; muscle 
imbalance aresterms:out of current use: in medicine | and,mean 
nothing»to the average student. The analogy: swith thejheart; is 
‘sufficienitly. accurate, \is easily understood and, help:to 
leetilan problems: im line with generabideass: 
would realise ithat the prescription of giaises:i is the} last arid 
by Ho important detail in dealing: witha case. of 
‘ocular’ ‘decompensation. Attention: (must: first directed»to» the 
conditions of the man’s ocular hygiene and: his, general 
‘health. The! correction >of may:\be)of,more ultimate 
than the prescription: of suitable Jens, :‘This/is, pro- 
bably" the) most|:important! indictment ;of):the | optician s-:not his 
‘inability:<to diagnose :ocular: disease but. jhis:; refuse: 
The datge ‘number: of: people!» who: wear glasses. ‘anecessarily 
‘make a happy hunting:ground for the quack who-professes to, cure 
their’ eyesight ‘and ‘to’ relieve: them of their spectacles, by: means 
exercises. It would appear as if he had a better appreciation.of the 
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nding; Disease. of Guatemala, is a new nosological’ entity, caused 
which, alfects' the | visual great 
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abet Pin Guatemala in 4913! Dr. Rodidlfo. Robles, 
ve uate malan. dead, entrusted’ thé writer 
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‘with the early study of the’resulting ocular disturbances. ‘The 
ther. 


paper on'this subject was? published by the’ author i ‘in ‘the 
of Ophthal., February, 1918. 341 
disease is’ endemice in! separated by 
‘entirely free from’ regions’ are, as a’ rule, ‘devoted 
to the: production’ of coftee; and are sittiated’ at altitudes of 300 to - 
‘metrés;‘on the steep slopes of ‘the Sierra ‘Madte' (which 
continuation of the Rocky Mountains) on the Pacifie side. ‘In 1926 
the’ existence ‘of the ‘disease was in Mexico, ‘but it was not. 


“were described in: the’ Belgian ‘Congo. appears possible that ‘it 
-Was imported’ inany years 4go°to America by. slaves: brought 
‘by ‘the Spatiish’ ttionks to work the land.” 
Phis comparatively’ ‘new: disease’ is a’ filaria; the 
Gachocerca Volvulus; Leukart, 1893. "The ‘facet’ that: the ‘ocular 
ymptoms' had’ not’ been’ mentioned ‘in ‘connection’ with’ ‘African 
‘patients, led at first to the’ belief that a’ new ‘American’ species’ had 
been discovered, and it was’ tamed Onthocerca ‘Caecutiens, Brumpt, 
1919)! oF the” Blinding Filaria’ of "Guatemala! ‘But ‘when’ visual 
disturbances were ‘also Noted’ ata later date’ in’ the Belgiat’ Congo, 
doubts as'to the’ identity’ the patasites' from ‘two contifients 
‘male filaria measure 0-03! in tatid some 
ifitich’as 0°50! ‘The filarid; ‘as rule,’ live together, oné male 
and ‘several’ females, forming ‘fibrous’ ttimdurs whieh! may ‘grow to 
the size of a pigeon’s egg. They devélop saperficially underneath 
the skin, showing préference’ thé subcutaneous: cellular tissues of 
head, where ‘as’ ‘many as! ‘at ‘have’ been “found! ‘on’ a 
the tumours and are found at’a distancé from them.’ They m 
‘observed ‘ih fresh skin, ‘in conjunctival biopsies; and ‘in 
slides of ‘the’ ‘octilat' bis wee bio‘mictoscope the micto- 


‘swith thing’ with rapid’ movetnents i in ‘the aqueous, in‘ the vitreous, 
‘and 6n the surface “6f' the! iris) at ‘the: exact! motrient of leaving’ or 
‘penetrating its tissues.” bes, 

cies, which ‘act @8 intermédiate hosts? these 
ate Ochtacewm, ‘Si Maoseti, “and? Avidum. 
They are on human ‘blood; ‘to ‘obtain whieh,’ they “sting 
during the’ day.” Tn° this’ act ‘they'also ‘thé 
‘which are’ in’ thie! dermis: “The: mi¢rofilarias' theri' develop, arid 
after‘a’ period ‘of About: 10days, they’ reach the stage of maturity“to 
‘Teave the 'THey ate then deposited on! the surface’ of the skin, 
when the fly stings’ another” ‘hurtian being? These! future’ filatia’s 
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have the power to astiias and penetrate the skin of their definite 
host,.and are transformed. into adult filarias. _Up to the present 
time no other insects have been found to act as carriers... 

It.is estimated that 20,000 persons in Guatemala are ‘infested 
with oncocerciasis. Ocular manifestations are: observed in 30. per 
. cent, of these, and 2 per cent, are blind. It should be noted, there- 
fore, that a certain proportion of partons intested do not suffer from 
ocular disturbances. 

The symptoms of oncocerciasis may be under. 
heads ;—-the tumours, mentioned before; the characteristic ocular 
symptoms which sometimes end in blindness ; ;. and some _ rare 
cutaneous manifestations which do not interest the ophthalmologist. 

The ocular changes are due to a chronic, slow, and insidious 
process of sclerosis, which takes years to develop. It is caused by 
the presence of the microfilarias, alive or dead, in the tissues of the 
eye, and by the secretions and excretions of both microfilarias and 
- filarias. . These act both locally and also at a distance, possibly by 
means of toxic, products of protein disintegration. 

. The early symptoms of oncocercosis are severe photophobia 
associated with extreme blepharospasm and a distressing sensation 
as ofa foreign body in the eye. At first only a. slight ciliary 
injection is visible, but with the aid of the corneal microscope and 
the slit-lamp a tenuous superficial punctate keratitis is noted 
consisting of avascular punctiform infiltrations which are grouped 
with marked regularity at the ends of the horizontal diameter, leaving 
the centre of the cornea free. 

. Other patients come for consultation only when the punctate 
keratitis has developed further and may be seen with the naked eye, 
being then composed of infiltrations, dirty white in colour, of a 
diameter varying from 0°50 to 1 mm. _Bio-microscopic examination 
of this stage shows a deep invasion by elements identical with those. _ 
on the surface which do not invade the centre. For this reason 
such patients show only slight decrease in visual acuteness. 

_.In some cases, while the keratitis is in progress, but others 
independently, a plastic iritis develops which seriously compromises 
vision. . At first the pupil is contracted, reacting poorly to light and 
accommodation. Synechiae and pseudo-membranes develop which 
obstruct the pupil and force it downwards giving it a pear-shape. 
Later, the iris becomes a thin, smooth layer, and vessels, folds, and 
crypts disappear from its surface,. The process usually extends to 
the uveal tract, and degenerated pigmentary lesions of the choroid 
and retina with no relation to the vessels have been observed. 
‘Their examination is. difficult due to the clouding of the vitreous. 
In advanced cases the ocular tension is low and the process ends by 
phthisis of the eye. The globe is reduced to a -pmp tee sakes 
the shape of the head of a champagne bottle cork. 
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atctanately, up to the. present, no. therapeutic agent has been 
found which acts with good results upon the parasites. Simple 
extirpation of the tumours has been the treatment from the beginning 
and continues to be-used, but it has no.effect upon the microfilarias. 
These continue to live undisturbed for an undetermined period of 
time. 

Early surgery of the tumours s seems have a influence 
on the photophobia, the symptom most distressing to the patient. 
The latter are quite satisfied after the operation because of the relief 
they experience. The objective lesions persist, however, and do not 
improve, as the author has observed in an old case 25. years after 
his first examination. 

The. sanitary authorities of Guatemala are doing their best to 
exterminate oncocerciasis. With this end in view, for some years 
now, groups of health workers have been organized. These visit 
periodically the infested regions to operate on all the tumours that 
come to their notice. Under the auspices of the Pan-American 
Sanitary Bureau, Washington, D.C., Guatemalan delegates recently 
met with the health authorities of Mexico to make’ further study 
bp oncocercosis conditions and to organise a large scale campaign 

prophylaxis in both countries. Asa result it is hoped that in the 
near future this serious disease that eight 
from the American Continent. 
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Medical ee was defined by a very witty writer of the: ae 
century as “guessing at: Nature's intentions and! ‘wishes,’ ani: then 
endeavouring to substitute man’s)". sit sidodaoioda sd} ic 
‘Phe 'bodk it!’ Which ‘this Wefinition ‘Was ‘ublishied isa ki 
humotous sdyings and witty’ ea arranged alphabetically and 
has’ the odd” title of “Th Trumpet.” ‘It was‘ publishes 
anonymously but it is well known that we owe it to Horace Smith, 
who, with his brother’ James, wrote t he Rejected . Addresses.”” 


There. must, always bea certain amount of truth underlying the 
zuesswork i in this definition, especially i in the matter, of diagnosis. 
How can. we be positive, any if, there are at. 
Before X-rays, were:in. common, use it. was: easy for a surgeon 
be uncertain.as to: the, actual state-of affairs present in. such a 
condition; as.fracture of the shaft of one of ‘the long bones, in the 
neighbourhood ‘of a joint. The late Mr. Marmaduke Sheild ,was 
fond of telling a story of a gentleman who; was brought to.London 
after having injured his shoulder. One surgeon diagnosed a 
fracture of ‘the humerus and ‘another a dislocation of ‘the shoulder. 
Both were ‘right and both were wrong, for the X-ray éxamination 
showed a fracture of the humerus high up in the region of the neck 
and also-the head of the bone outside the glenoid cavity., , 
In swellings in the fundus’ oculi one generally has to balance'the 
probabilities: ‘between ‘choroidal neoplasm and_ retinal cyst, ‘and 
sometimes even the elect are at fault, ‘On the ‘other’ hand such 
an ophthalmic..condition, 25° .of: convergent. ‘strabismus can 
hardly be mistaken for anything else. 
Commenting on the last part of the definition we do ay see = 
in the present state of our knowledge, man.can do anything better 
than he does. Jf a patient has acute .iritis no use waiting for 
Nature either; to cure.or alleviate. the disease. will 
And however bright the ‘ophthalmological. Herat in she new 
world we seem to be entering we imagine that we shall have to go 
on doing our best, and probably making occasional mistakes, as we - 
have done in: the past. State’ medicine will ‘hardly be Utopian, at 
any rate at its start ; and it will be a very bad day for ophthalmology 
if a surgeon’s reputation isto be gauged from’ his’ ‘capabilities al at 
filling up forms rather than by his’ clinical’ work. fogs 
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On Waiting Rooms 

The waiting room is the next in order as a continuation si our, 
Doors and Doorplates ‘annotations; acilis jdecensus, etc., applies 
here, as it should be and nearly always is, a short and easy step 
fro the front door to the waiting the latter is the di djning 

are-not aware, very much: literature on,.the subject. of 
rooms apart) ftom, some. jokes, in, Punch about, the man 
who. called on ‘his: dentist, not,to. haye -a tooth, stopped,.. to 
do the,cross-word. in,the, Times newspaper in, the, Waiting room, 
«Austin Dobson's:poem “The: Dramatof thei Doctor's Window.” 
is the nearest approach to this sort of theme with!;which,we-are 

acquainted. - postulated the presence; of: The Lancet.and, “Jones, 
on waiting room: table; but:most ipeople 
rely onthe: daily: papers, Punch, illustrated magazines. A-wase 
of flowers in the centre of the table:adds'to:the amenities of; the 
room; but the genétal aspect of most waiting rooms, it must be 
confessed, is rather gloomy and austere. Light-fingered gentry 
have! been: known: to take janAappointment ;with a doctor.and to 
exercise their’ profession on! objects:ofwalue wihilethey 
are waiting for admission to the sanctum sanctorum, ‘so! iti is just as 
well, not leave: valuable -silver in evidencé. |, ;1n:Victerian times 
the sideboard: ofa: very well-known consultant: was said have 
been ornamented with .a decanter of sherry-and a) plate: of biscuits 
to enable those who: had to :wait/a “long: time! to. sustain their failing 
spirits; but:such would be out-of the question’ to-day, good; sherry 
beingyalmost, unobtainable and Gilbert’s and seven: 
being: calculated to do: one’s. practi¢e more} harm than, good. 

The. of pictutes on the’ ‘walls is <a!’ debatable! 
Nowadays ‘most’ people eschew’ ‘them, bit those ‘who ‘were 
up in Victorian ways appreciate this form of mural decorati on. 
few' good prints’ add’ ‘greatly to the’ look ‘of the room’) One"ve 
Victorian’ waiting room’ with which were ‘well acquainted’ 
many pictures, ‘mainly of sacred’ subjects, on’ the ‘walls; '‘but we 
suppose that at’the present pictures; ‘if any; are more likely to 
be. secular: in kind:; | 
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Missouri).—Penicillin in the treatment of purulent coajanc- 


 tivitis. Amer. Jl. Ophthal., Vol. XXVII, p. 1428, 1944,': 
“a: Lemoine and Lemoine report a case of purulent haemolytic 
staphylococcal ophthalmia neonatorum treated with local instillation 


of sodium penicillin drops. The infant had been treated unsuccess- 
fully with sulphethiasble drops for the eyes and tablets 
given'by mouth. 

Two drops of penicillin 100 Oxford units per in 
normal] ‘saline: were instilled into the eyes every hour. After 23 
hours of. treatment the culture from. the conjunctival sac. was 


negative and ‘there was no 


Fg B. STALLARD. 


locally in gonorrhoeal ophthalmia. Amer. Ji. Ophthat., Vel: 
XVIII, p. 520,-1945. 

@ Vorisek and Evans record a case of aiitatessl gonococcal 
conjunctivitis treated at first by the local application of four peni- 
cillin drops, 500 units per c.c., one-hourly for 12 hours. After 
16 hours of treatment the conjunctival smears were free of diplococci, 

wrulent discharge had ‘ceased and there was marked clinical 
improvement. On the second day the quantity of penicillin was 
reduced to 4 drops of 250 units per'c.c. 3-hourly. On the seventh 
day diplococci appeared again in the conjunctival smears. On the 
twelfth day a typical allergic reaction occurred and, penicillin was 
suspended... 

On the thirty-sixth day a course of 5 intra-muscular injections of 
10, 000; units each was given 3, hourly. in. the treatment of. the 
urethritis. The allergic manifestations recurred at once in the eye 
which had been. allecteds; and subsided in a few days. a 
BY STALLARD. 


(3) Smith, I. C. and Struble, G. C. (M.C.), A. U.S.—The use of 
artificial fever therapy in ophthalmology. Amer. Jl. Ophthal., 
Vol. XXVIII, p. 461, 1945. 

(3) Smith and Struble comment about shie-thereipenitie uncer- 
tainty of artificial fever induced by intra-venous injections of T.A.B, 
vaccine. It seems that some service men react erratically to this. 
A few have developed sensitization to the vaccine and have unduly 
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high. temperatures whilst others show little reaction and low 
temperatures, 99° 6° to 100°6° are produced. The method of placing 
the patient in the ‘‘ hypertherm’’ cabinet seems to be more precise. 
The authors record good results from short treatment periods of 
not over_105°F for two hours in’ cases of iridocyclitis, choroido- 
retinitis, secondary glaucoma, retro-bulbar optic neuritis, severe 
corneal ulcer and corneal ‘abscess, chronic. recurrent superficial 
punctate keratitis, and intra-ocalas infection after a penetrating - 
wound. 


H. B. STALLARD. | 


U.—CONJUNCTIVITIS. 


(1) Jameson Evans, P. (Birmingham). —Regional treatment of 
_ophthalmia neonatorum. Lancet, ii, ip. 334, 1943. 

(1) Jameson Evans comments on the improved preventive 

measures against blindness from ophthalmia neonatorum. In 1901 

Bishop Harman found that ophthalmia neonatorum was responsible 

for 36 per cent. of blind L.C.C. children. In Birmingham from 

1936-43 there has been only one case of blindness. from this source 


‘in a population of 14 million, yet it has the highest notification rate 


for this disease in Great Britain. 
_ This result the author attributes to. the segregation of finbeicted 
infants and their mothers ina ward at the Birmingham and Midland 
Eye Hospital where a specially trained team of nurses carry out 
the treatment. This has been, supplemented by home visits by 
ophthalmic trained nurses. 

A table is given showing the admissions to hospital during the 
6 years 1936-42. Since 1938 there is a:marked reduction in this 
number, In only 1 per cent, in the past 5 years has the gonococcus 
been responsible for. the ophthalmia neonatorum. Before 1938 
routine treatment consisted in. the use of silver nitrate less than 
1 per cent. in strength and frequent washing. of the conjunctival 
sac with warm normal saline. Since 1938 sulphapyridine has been- 
a routine measure 0°125g. 6 hourly in milk. Most cases treated by 
this drug were free from. discharge in 4 or 5 days. The incidence 
of corneal ulceration has been much reduced. If the eyes are not 
clear of discharge after 2 yh of oe treatment sulphathiazole is 
substituted. 


H. B. STALLARD. 
(2) Julianelle, L. A. (Saint Leis). —Studies on the infectivity of 
trachoma. Amer. Jl. Ophthal., Vol. XXVI, p. 280, 1943. : 


(2) Julianelle successfully grafted human conjunctival cells con- 
taining demonstrable trachomatous virus upon the chorio- allantois 
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of the developing chick embryo. ‘Proliferationof the epithelial 
cells. was, not: accompanied by multiplication of the virus itself as 
judged by.animal inoculation and microscopic examination. 
_, Propagation of the virus was not detected by direct injections of 
macerated infective tissues into the yolk. The author suggests that 
the highly specialized nature of virus its 
‘H. B. STALLARD. 


MISCELLANEOUS 


(1) Elwyn, Herman M. D. (New. York).—Diabetic retinitis. 

_ Arch. of Ophthal,, Vol. XXXIV, No. 3, p. 187, September, 1945. 

_ (1) Elwyn is of opinion that diabetic -retinopathy consists 
essentially: in the development of (1) small, round and irregular 
haemorrhages ; (2) sharply defined white exudates of hyalin and 
lipoid in the deeper layers of the retina; (3) yellowish white 
_ glistening deposits of cholesterol. Other changes are the result of 

coincidental conditions, such as ageing and arteriosclerosis. 

The haemorrhages are found mainly in the area between the 
upper and lower temporal vessels, and round the disc. They form 
the most characteristic feature of diabetic retinopathy, and if there 
- are also the small white exudates and glistening deposits, the 

picture is pathognomonic of diabetes. The relative frequency of 
the haemorrhages varies with the duration of the disease ; thus they 
were found in 5°7 per cent. of cases where the duration was one 
_ year, and in 58°9 per cent. where the duration was over 15 years. 
They are formed by diapedesis of red blood corpuscles through the 
walls of the capillaries, owing to the latter being dilated while the 
- blood stream is slowed because of a relative narrowing of the 
supplying vessel—a condition known as “ pre-stasis.”’ 

The exudates of hyalin and lipoid are also an expression of 
insufficient nutrition and deficient oxygen supply. The normal 
blood sugar level is 80-90 mg. per 100 c.c. and a continuous blood » 
sugar level above this value—say from 130-160 mg.—with or without 
glycosuria, will cause the development of haemorrhages. Treatment 
is not yet satisfactory, because it is doubtful whether it is possible 
to keep the blood, sugar of any diabetic patient down to even 100 mg. 
per 100 c.c., most Pee Being, satisfied with. a level of 

130- 150 mg. 
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(2) Kirby, Daniel B. (New York).—-Enucleation. of. the. amhel. 
Arch, of. Ophthal., Vol. XXXIV, p. 1,.1945. 

(2) Enucleation of the eyeball is as the 
simplest operation which the ophthalmic, surgeon can be called 
upon to perform; but Daniel Kirby, in this article, shows that it is 
subject to refinements. Standing at the head of the patient, the 
pericorneal incision of the conjunctiva is begun at the 11. 0’clock 
position, with curved Stevens’ scissors, and should be completed, 
with undermining, in three or at most, four cuts... Tenon’s capsule 
is buttonholed with the same scissors inferotemporally, just below 
the external rectus, a. muscle hook inserted beneath the tendon from 
below up, and the tendon severed close to the globe. The superior 
rectus is next divided, the hook being slipped in from the temporal 
side to avoid the superior oblique, then the inferior rectus and, lastly, 
the internal. Prolapse of the globe is most conveniently brought 
about by traction on two double scleral hooks, inserted under the — 
stumps of the internal and external rectus tendons, The nerve is 
divided by curved enucleation scissors. slipped in from the. nasal 
side. The blades must not be opened too widely or be pushed too 
far beyond the nerve, or the muscle-Tenon capsule will be cut 
through. _This would permit an implant to slip through and wander 
about in the orbit. The oblique musclesjare divided, also the tissue 
adherent ta the back of the globe, and the latter is then removed. 

A spherical implant, gives as good results as any other shape, but 
the diameter should not exceed 18. mm. The first. step for its 
insertion is to dissect the conjunctiva from Tenon’s capsule. To.do 
this, the assistant holds the conjunctiva with two pairs of forceps, 
while the surgeon, with forceps on Tenon’s sonic separates it 
with scissors, round the edge of the chery 
incision backwards, for a distance of 6 
to7.mm. Double armed sutures are 
inserted through Tenon’s capsule, as 
in the diagram. They are drawn. aside 
for insertion of the implant, and then =|. 
carefully tightened. Before the second |. 
suture is drawn secure, the first is tied 
with a square knot, being firm and 
taut, but not so tight as to cause pressure necrosis. A double over- 
lap is thus formed, which. securely closes the muscle capsule cone 
over the implant. Search is made, with two. muscle hooks, for - 
openings which may require additidnal sutures, and care ‘trust be 
exercised not to include the tarso-orbital fascia. 

The conjunctiva is. united horizontally. with mattress sutures, ane 
a dressing applied, with strapping, and a bandage, which: is not 
disturbed for five days. A. can be worn 
ten to twenty-one days. . i 

W-N. 
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Ramsay, A. Maitland (St. Andrew’s). analogy between 
eye strain (asthenopia) and heart strain (angina). Glas. Med. 
Vol. XXV, Now 4, April, 1945. 

; _ (3) A study is made of the analogy ite the eye ‘and the 

. heart and it is emphasised that every pathological condition at its 

; outset is a modification of a physiological process and that every 

symptom is a manifestation ‘of disturbed physiology. It follows 

that the earliest symptoms are therefore those of exhaustion and 
due to disorder of function rather than of structure. 

The involuntary musculature of the eye and heart are ‘end iithed 
the power of automatic contraction, the meridional and circular 
arrangement of fibres, and the double nerve supply. Equilibrium 
is maintained by the sympathetic- parasympathetic nerve supply of 
both organs acting in mutual antagonism and it is pointed out that 
the parasympathetic supply by oculomotor and vagus nerves is 
essentially protective and conservative. 

Hippus is compared with | youthful sinus arrhythmia and the | 
property of iris muscle in amphibia to contract after death bears a 
strong resemblance to that of the heart muscle. 

The reaction of eye ‘and heart to drugs is also similar and the 
pain produced by the action of physostigmine on the~unstriped 
musculature of the eye and elsewhere is quoted as an example. _ 

Heart strain and eye strain are discussed and although an 
individual has no direct control of the action of his ciliary or cardiac 

: muscle yet he has a complete control over the conditions which 

} lead to their overaction resulting in the early signs of exhaustion. — 

: : The behaviour of these muscles under strain is also comparable 
as seen in compensating hypertrophy but should the load be removed 
either by lack of exercise or premature use of spectacles degeneration 
sets in even to fatty degeneration in the case of cardiac muscle. 

_. Maitland Ramsay. concludes that in health perfect balance is 
‘maintained in involuntary musculature by double nerve supply : the 

para-sympathetic system controls contraction and the sympathetic 

system dilatation. _ Failure in this balance i is in all probability the 
first sign of approach of disease. 


W. RYCROFT. 


(4) Meenan, P. N. (Dublin).—The aetiology of trachoma in 
Ireland. Jrish. Jl. of Med. Sci., November-December, 1945. 

(4) This communication is a preliminary report of an investi- 
gation into the aetiology of trachoma in Ireland which, aided by a 
grant from the Medical Research Council of Eire, was undertaken in 
conjunction with Lavery. The work was begun in 1944, and is still 
in progress. This report is confined almost exclusively to the 
laboratory side of the investigation, and the clinical side of the work 
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is méntioned only in so far as is necessary to iinveepeen anid amplify 
the laboratory findings. A fuller'account, incorporating the clinical 
findings, and the findings with’ the sulphonamides and penicillin 
(which work is still i in progtess) wat be ade the subject of’ a ‘Tater 
joint publication. 

At’ the present time there are ewe theories as to the cause of 
trachoma, that it is due to a Rickettsia or toa virus.» The usually 
accepted criteria for a Rickettsial disease ‘are that the organism 
should have an arthropod host, and that the Weil+Felix reaction 
(agglutination with Proteus strains): should be present. ‘Neither of 
these is present in trachoma. 

The virus theory goes back as far as 1907 when Hulbeirstoedter 
and Prowaczek described the occurrence of granular masses included 
within the cytoplasm of conjunctival epithelial cells ‘in trachoma: 
These have two constituents, elementary bodies and initial rang 
which are stages in the life cycle of the virus. 

The infective agent is filtrable through a gradocol didmvrane ; 
elementary bodies are present in the centrifuged filtrate ; inoculated 
into the eye of a human volunteer, who was free from trchionn; the 
bacteria-free ‘filtrate: the disease which acutely 
(Thygeson). 

Wilson ‘has shown that the presence of inclusions composed of 
elementary bodies constitutes the earliest recognisable pathological 
change in trachoma, being often found in the absence of bacteria.. 

The elementary bodies are'morphologically indistinguishable from 
those of psittacosis, inclusion conjunctivitis and lymphogranuloma 
venereum. Tissue culture usually has been ineffective, | though ; 
Polev reported some uncomfirmed positive results. 

An unexplained experiment by Bland is remarkable. He in- 
oculated trachomatous material containing elementary bodies into 
the conjunctiva of four grivet monkeys in succession, and from the 

fourth passage into 'a human volunteer. No ‘inclusions were found 

in any of the infected monkeys, but they (r ré-appeared in the 
volunteer. Almost certainly the virus persists in infected eictees fad 
but not in a ‘morphologically recognisable form. 

Meenan discusses in an interesting fashion the possible action of 
sulphonamides in the treatment of trachoma. All that can be said 
is that they may be of value (at any rate by local application, 
Abstractor). Whether this is due to their effect on secondary 

_ invaders, or, as alleged, to a;-specific effect cannot at present be. 
proved. The balance of probability seems to be weighted against 
the latter. 

The question may be asked at what’ stage ‘in’ the life history of 
trachoma does infection die out? Does it die out at the stage when 
there are no longer or it “carry: on 
the later or third stage 
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- The microscopical examination of specimens for inclusions. is 
extremely tedious and a period of at least 90. minutes may be spent 
in. examining a slide before it can be pronounced negative. Even if 
positive, inclusions may be found in only one cell... In only one of 
the author’s cases were inclusions found in any considerable number. 

In all, conjunctival, scrapings .from 49 cases. were. examined. 
Eight of these include normal conjunctiva, spring catarrh, ophthal- 
mia neonatorum and technical mishaps to slides; in. none of these 
were inclusions found. In the 41. cases. of,.clinical trachoma 
inclusion. bodies. were found in. 36'5 per cent. The author was 
unable to use cases from the endemic trachoma areas in the country, 
but was forced to rely very largely on cases which had been under 
_ observation before the investigation started, and had beep already 
under.treatment.., There is no doubt that the percentage of positive 
findings would have been very much higher if he, had had the 
opportunity of examining more fresh cases. 

_ Inclusions are only found in the following Meats conditions : 
trachoma, inclusion conjunctivitis, inclusion . blennorrhoea and 
swimming bath conjunctivitis. Thc differential diagnosis of these 
conditions inter se rests on.clinical grounds, . Inclusion blennorrhoea 
of the new-born cannot be confused with trachoma, because the 
latter never occurs in the new-born. Inclusion conjunctivitis of the 
adult is a rare disease which begins acutely. in one eye,, though it 
may spread to the other; in swimming bath conjunctivitis there is 
a history of freedom from any eye complaint. until after the recent 
use of a swimming pool. The principal condition with which 
- trachoma may be confused clinically is follicular conjunctivitis, but 
this:should not occur if the ophthalmologist. uses his slit-lamp to 
note the absence of neovascularization of the corneal periphery 
characteristic of trachoma. Inclusion bodies are not found in 
follicular conjunctivitis. 

The author confirms Braley’s observation (Arch. of Ophthal., 
Vol. XXI, No. 5, p..735, 1939), as to the occasional presence in the 
normal conjunctiva of Giemsa-staining intracellular granules, These, 
_ however, should not be confused with the Halberstaedter- Prowaczek 
Kérperchen or virus inclusion bodies of trachoma. _ 


dey ho MacCALLAN. 
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BOOK NOTICE 


ee Pate de la Associacion pera evitar la Ceguera en Mexico. 
Vol. Ill. 1945, 
This. fasciculus of 282 pages is a credit ; to the Editors and to the ~ 
Aasociation for the Prevention of. Blindness in Mexican. There are 
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sixteen papers, one’ statistical, being on the work of the hospital 
attached to the association. There are two interesting papers, one on 
the motility of intra-ocular cysticercus based on a ‘study of eleven 
cases, and the second a long paper on ocular.oncocerciasis, Other 
papers are on quinine. blindness ; retinal detachment, the latter on 
the technique and value of hypertonic injections. into Tenon’ s 
capsule; squint; orthoptics; anaesthesia in operations for cataract ; 
contact lenses; tuberculosis of the choroid; angio- scotometry ; 4 
pterygium as well as other papers, .. 
Each paper is furnished with an abstract i in ‘English at the end. 
Paper and.printing are good and it is a pity that some of the 
and fundus not come gut better. 
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_LACHESINE, A NEW MYDRIATIC. 


To the Editors of THE BRITISH JOURNAL OF OPHTHALMOLOGY. 

DEAR SiRs,—In a recent issue of your Journal, Professor 
W. J. B. Riddell’ and Professor Ida Mann? reported their 
independent ‘observations. on the clinical use of a new mydriatic, 
benzilyloxyethy! dimethylethylammonium chloride, which has been 
_ known up till now as E3. May I announce that E3 has now been 
given the name Lachesine (from Adxeo1s one of the Fates whose 
sister @rpomos gave her name to atropine) ? The new name has been 
approved by the Director of Research and Development of ''the 
Ministry of Supply, who permits me to say that the Ministry’s 
stock of the drug is being distributed by Messrs. Whiffen and Sons 
Ltd. (of Carnforth Road, Fulham, S.W. to whom 
for of should be made, 


am,. Sirs, 
Yours truly, 


H. R, ING. 
‘Brit. Jt. Ophthal., Vol. XXX, 1946. 
x , Vol. XXX, p. 8, 1946. 


DEPARTMENT OF PHARMACOLOGY i 
i OXFORD, 
To the Editors of THE BRITISH JOURNAL OF OPHTHALMOLOGY, 
DEAR SiRs,—I was interested in Professor Milroy Paul’s article 
in your January issue, not only on. account of its content but also 
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because it called up various trains of thought. more.or less related 
to his report. . Some: of hess I and; 


‘ibesty: of forwarding. eau 


The impression is given that the of 
was’ largely determined by the greater liability of the Krénlein 
incision to damage the facial nerve fibres, although “ recorded cases 
make no mention of paralysis of the orbicularis oculi muscles after 
the “operation.” Surely the fact is that the classical Krénlein 
incision is not sufficiently damaging to be followed ordinarily by 
significant orbicularis paralysis. This is not really so surprising 
when one considers the anatomical distribution: I dm not in a 
position to comb the many German and French ‘refererices which 
bear on the subject ; but that orbicularis paralysis may be a sequel 
is acknowledged by Birsch-Hirschfeld in Elschnig’s Augenarztliche 
Operationslehre (1922, Ed,), although he; had not experienced it in 
39 cases of his own. This led me to think of what the average 
ophthalmologist means by * ‘recorded cases” and “the literature.” 
li imagine we risk being’ wide of the mark unless we ‘qualify these 
expressions. Few of us have either the time, inclination or ability 
to make an exhaustive search of the literature. With the help of 
the Royal Society of Medicine, the Surgeon General’s Catalogue ° 
and the Cumulative Index however, it is possible, to cover all the 
more. widely circulated material, and many of the minor and obscure 


records, Such searches are often more academic than practical, 


since the common facts of our art are readily available in text 
books and obscure observations of good quality tend eventually to 
come fo the surface or be re-discovered. - Few of us are likely to 
quarrel with Professor Paul when he says “ the removal of a 
retrobulbar intra-orbital tumour is a rare event,” at all events it is 
relatively so, especially in the sense he. means, viz., removal with 
conservation of the globe and partial visual function. _ 

The frequency of intra-orbital tumours appears to vary in different 


parts of the world, and in some places the angiomata are not 
uncommon relative to other intra-orbital tumours, excluding those 


extending from the globe. The true encapsulated cavernous angioma 


may perhaps be regarded as the ophthalmic surgeon’s good dream 
in this-field, unless indeed the fronto-efhmoidal mucocele is allowed 
to compete. This does not apply to a cavernous angioma within 
the muscle cone, although it is perhaps the least objectionable — 
tumour to find in this situation. I have had the opportunity of 
exploring large numbers of intra-orbital tumours and removing 
many of them. I have only once employed the Krénlein approach, 
rather as an experimental measure and not for a tumour within the 
muscle cone. Since accurate private records, are not readily 
available I can only be ~ sure of having removed one cavernous 
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angioma situated truly within the muscle cone, and this by supero- 
external orbitotomy. There were various other retrobulbar tumours 
removed ‘by this» route,. however, and numbers of intra-orbital 
explorations in the 1 o'clock to 6 o’clock area of the orbital cone. 
The incision, following the curve of the orbital rim and situated 
just behind it, ordinarily swept from 1 o’clock to 4 o’clock. This | 
curve does not affect so many facial nerve twigs as the reverse 
Krénlein curve. It does not appear to give rise to subsequent 
orbicularis trouble. I have never discussed technique in print or 
the approach adopted in the various quadrants, but my methods 
have been so akin to Benedict's in principle that the quotation from 
him by Spaeth gives a good idea ‘of the approaches which I have 
used for many years. I am tempted to refer here to certain points 
in technique not stressed in our surgical text books. . The advis- 
ability of timely tarsorrhaphy should ‘be borne in mind in certain 
circumstances. I have known it preserve the sight for years while 
the globes slowly left the orbits and the’ skin of the lids’ became 
unbelievably thin. Iodoform powder, preferably precipitated and 
sterilized, freely applied with tampons, is most helpful in dealing 
with soft tissue ooze, just as wax in the case of bone. The use of 
the hammer, gouge and nibbling forceps, if and as required, makes 
for ease. It is, surprising what extra access is given by a small 
amount of external marginal resection: The ophthalmic literature, 
in places, is apt to decry the chisel and endorse the dental engine 
and such like. My prediliction for the hammer and chisel was 
developed in early ‘days by practical instruction at the hands of 
Alexander and Neuman, masters of craft in the Pollitzer tradition. 
In this connection one’s thoughts turn to overlapping surgical 
fields about the orbit.’ It is perhaps not sufficiently common to find 
the ophthalmic: surgeon well versed in the arts of his colleagues 


the neuro-surgeon and the E. N. T. surgeon. Practical training, | 


especially in E. N. T. work, makes for greater peace of mind, if, 
when following up an orbital exploration one exposes part of the 
nasal cavity or the dura. It is very satisfactory to have such 
colleagues to co-operate with or even to hand over to in difficult 
circumstances, but hardly excusable to be other than familiar with 
their methods if even remotely applicable to our'special field. One 
can hardly imagine a Czermak or an Elschnig hesitating to proceed — 
centrifugally from the orbit across'the boundary in any direction 
demanded by the occasion. On the other hand one welcomes those 
advances of. keen and adventurous colleagues, who ordinarily work 
in adjoining territories, which enlarge’ our horizon to the patient’s 
benefit. 

These musings are not in any sense intended to’ detract’ from 
Professor Paul’s record of a successful retrobulbar operation by an 
unusual method, on which he is to be congratulated. On the 
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contrary, were I.again situated where the intra.orbital was 
a commonplace, I should like to undertake a Shugrue-Moran 


approach. for the sake of especially if decompression 
were an Inflnential factor. 


“Yours 
oR 


FLEET, HANTS. 
24, 1946. 


LATERAL ORBITOTOMY (Kednlein’s Operation) 
To the Bditors THE JOURNAL. OF OPHTHALMOLOGY. 


DEAR SIRS,-+-Professor Milroy Paul in his. paper Cavernous 
. Haemangioma of the’ orbit successfully removed by Shugrue’s 
operation, ” Brit. Jl. Ophthal., January, 1946, advises Shugrue’s 
incision for lateral orbitotomy on the grounds that the’ other 
classical incisions are liable to cause orbicularis weakness ' 
damage to branches of the seventh nerve. 

I cannot claim any. greater personal experience ‘of Krénlein’s © 
operation than 7 cases, 2 of which were forthe removal of a tumour 
inside the cone of the recti muscles and 5 for intra-orbital foreign 
bodies. In 5 of them I used a curved incision concentric’ with the 
lateral orbital margin from the centre of which a horizontal incision . 
ran posteriorly about the level of the outer canthus over the malar 
bone and along the upper edge of the zygoma. The 2 flaps thus 
fashioned by these, incisions were undermined at the level of the 
periosteum of the malar bone and the temporal fascia: In the 
two other;cases 3 incisions made a flap with its base temporally. 

In none of these cases was there any residual weer of the 
orbicularis appreciated by clinical examination. 

_ I think that the cleanest and least traumatic way of retubving the 
lateral orbital wall is by either Gigli’s or Stilli’s saw. After the 
orbital periosteum is carefully separated from the bone it is retracted 
medially by a flat malleable retractor which serves also to protect 
the orbital contents. The temporal muscle is also retracted from 
‘the frontal process.of the malar bone and the loop of’ one end of 
Gigli’s saw is passed through the anterior extremity of the inferior 
orbital fissure and the bone cut in the horizontal plane of the lower 
orbital margin, On a horizontal plane a little above the external 
angular process and posteriorly at a point a little below where the 
temporal fossa merges with the base of the middle fossa of the skull 
a hole is made with an: Archimedes drill, fitted with ‘astop, of 
sufficient size to allow the passage of the looped end of Gigli’s saw. 
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NOTES 


The upper cut is made in this hivcladiatat plane. The thin plate af 
bone’ between the drill hole and the inferior ‘orbital fissure is cut 
through with a chisel. 
Albee’s electrically driven saw has certain mechanical disadvant- 
ages and the use of a chisel is I think unnecessarily traumatic in 
dividing the thick parts of the malar bone. ‘The work: with a 
Gigli’s saw is done more quickly. 
The quadrilateral piece of bone is. replaced at the end of the : 
operation. Dissection of an intra-orbital. tumour is often done 
more easily and with the least injury to intra-orbital structures with 
the operator's gloved forebinger: or a straight blont- -ended lacrimal 
dissector. 
Nowadays there is a tendency forthe: transfrontal apdianeh 
through -the roof of the orbit to. be favoured instead of Krénlein’s 
operation. This is only justified when the optic canal and_ the 
bones at the apex of the orbit are, involved in a disease process 
and this is the intra-cranial extension. In cases. where. the 
tumour is limited to the orbit the approach through the lateral. wall 
of the orbit is the more direct, the less traumatic and dangerous, and 
more dihely:s to succeed i ‘in removing the tumour. 


Yours faithfully, 
H. B. STALLARD. 


LONDON, w.1, 


‘NOTES 


Death AS we go to' press we regret to scsi the 
_ death of A. Maitland Ramsay on March 20. 
We hope to give an obituary notice in our next number. 


MR. J. COLE MARSHALL. has been elected 

Consulting Surgeon tothe Western Ophthalmic 
Hospital on completion of his term of active service there. He is 
also a Life Governor and Trustee of the Institution... ier! 


Appointment 


* * * * 


THE Annual Meeting of the Irish Ophthalmo- 
eat Meeting logical Society will be held on May 9, 10 and 

11, in. Dublin. The Montgomery Lecture 

will be delivered by Sir Stewart Duke-Elder on the 9th. Members 
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of the U.K. and Affiliated Ophthalmological Societies who wish to 
attend. should communicate with the Hon. eed: » 6. Fitzwilliam 


for the THE 15th Annual Report of the Association 
shows that in spite of war conditions more 
“agth Annual Report work has been done in 1945 than in the 
1944-45 "previous year. Lack of financial support is 
the main handicap. The committee appointed to advise'on the 
prevention of blindness has made recommendations of great 
‘Importance. Hopes of eventually being able to render ermening 
illegal are expressed. 
Lieut.-Col. Kirwan, C.I.E. has retired and the vacancy thus 


caused has been filled by the appointment of Captain E. J. Somerset. 


Propaganda has been continued by means of lectures and by. 
magic lantern slides and posters. 

Five travelling dispensaries have: been at work in during 
the year; and their reports are presented here. Table III shows 
the enumeration of blind persons carried' out by medical officers of 
the travelling dispensaries of the Association and is of aia value. 
Details of finance are also included. , 


* * 


‘THE Inaugural ‘address for the Session 1945-46 
Society was given by the President, Dr. Marin Amat 
ves on “ The mechanism of the action of the 


anti-glaucomatous operations.” 


* 


OUR attention has been drawn to an error 

Corrigendum in “Index of Subjects,’ Brit. Jl. Ophthal., 

: Vol. XXVIII. For “Association for the 
Prevention of Blindness” read “ Prevention of Blindness. Com- 

mittee of the National Institute for the Blind.” On page 372 of — 

the same volume there is a reference to the presentation of a 

research: microscope. This was a generous gift of the ‘National 

Institute for the Blind. 
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